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Cridione Gemonil 


(Trimethadione, Abbott) (Metharbital, Abbott) * 
First successful synthetic agent— A new drug of low toxicity 
now agent of choice—for the for grand mal, myoclonic, 
symptomatic control of petit mal and mixed 
petit mal, myoclonic jerks and seizures. Effective in 
akinetic seizures. epilepsies associated with 


organic brain damage. 


Paradione | Phenurone 


(Paramethadione, Abbott) (Phenacemide, Abbott) 
Homologue to TRIDIONE. A potent anticonvulsant for 
An alternate preparation which psychomotor epilepsy, grand mal, 
is often effective in cases refrac- petit mal, and mixed seizures. 


Often successful where all other 


tory to TRIDIONE therapy. 
forms of therapy have failed. 


For treatment of the 
petit mal triad. 


wHy Drues 


FOR EPILEPSY? 


Rememper when bromides were the first and last resource of 
antiepileptic medicine? Hope and doubt were never too far apart. 
Today you may choose your weapon, add or alternate drugs, 


individualize your treatment. Above are four modern anticonvulsants 


> 


eminently useful in a variety of seizure types. Each has specific uses, 


advantages. All are abundantly documented. Remember them. 


Use them, wisely and carefully. But — please —before you prescribe 


any of these drugs, write for literature. 
Abbott Laboratories, North Chicago, Illinois. Obbott 
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minutes 1 2 3 4 5 


muscle 


No longer need the advantages of muscle 


relaxation during electro-convulsion therapy relaxation 
be foregone because of the disadvantage 
of prolonged effect. Speed of action 
and recovery are characteristics of for E..C.T. 


‘Anectine’ medication. 


‘Anectine’ produces full relaxation within 
90 to 120 seconds of injection; the effect 
lasts about 2 minutes, and recovery of 
muscle tone begins immediately thereafter. 


As with all relaxants, facilities for 
oxygen insufflation must be available when 
‘Anectine’ is given. When apnea does occur, 
its average duration is about 2 minutes. 


References: Wilson, W. and Nowill, W. K.: 
Southern Psychiatric Meeting, 1952. 


Holmberg, G. and Thesleff, S.: Am. J. 
Psychiat. 108:842, 1952. 


‘Anectine 


SUCCINYLCHOLINE CHLORIDE INJECTION 


20 mg. in each ce. 
Multiple-dose vials of 10 cc. ee 
Ready for intravenous injection. a 


For full information, write to — 


& Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, N. Y. 
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WALKIE-RECORDALL 


SELF-POWERED 
BATTERY RECORDER 


specially designed 
for the psychiatrist 
to meet his every need 


The self-powered Walkie-Recordall permits you to make undetected, 
unsupervised recordings automatically—anytime, anyplace—in or out 
of the office—while walking, riding or flying—without connecting to 
electric socket. The miniature Walkie-Recordall weighs only 8 Ibs.., 
including self-contained standard batteries. Provision available also 
for operation from 110 v. A.C. May be had with Miles Standard 
Briefcase. Walkie-Recordall picks up and records consultations, lec- 
tures, diagnosis and interviews in or out of closed briefcase. These 
undetected recordings insure an uninhibited response. 


Sensitivity Range -- 60 ft. radius 


Walkie-Recordall picks up and records within a 60-ft. radius. The 
Automatic Voice Equalizer assures equal voice volume within the 
sensitivity range. Monitoring provision from microphone or tele- 
phone is available. 


Voice Activated ‘‘Self-Start-Stop’’ Eliminates Supervision 


Using this control, recording is automatically and instantly started 
upon the activation of voice vibrations and stops, automatically, 
within 6 seconds after voice ceases. The recording of silent periods 
is completely eliminated. This feature is particularly desirable when 
gathering additional information from patients when left unattended, 
insuring uninhibited response through self-expression. 


Case History Simplification 


A single Sonaband, the compact, easy-to-file recording medium, has 
a recording capacity of 8 hours on both sides. Recordings, which 
may be accumulated at intervals, are indexed, permanent and un- 
alterable. A case history file may be compiled of Sonabands at a cost 
of only 3¢ per hour. Using Walkie-Recordall, time consuming and 
expensive transcriptions may be completely eliminated by direct 
reference to Sonabands. The unique indexing arrangement permits 
immediate playback of any portion of previously recorded text. 


Telephone Recordings 


When using Miles Telemike, Walkie-Recordall will record two-way 
telephone conversation. 


WALKIE-RECORDALL — a product of 30 years of research 


For literature and price list write Dept. AJP-2 


MILES REPRODUCER COMPANY, INC. 


812 BROADWAY + NEW YORK 3, N. Y. ¢ SPring 7-7670 
Vil 
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MODERN NEUROLOGY 
requires dependable diagnosis 


MEDCRAFT Model D 
Electroencephalograph 


Requires no shielded rooms 
All components plug into position 
No B batteries 


Write for specifications and prices 


REAR VIEW — Showing 
accessibility of components 


Representatives in principal cities 


MEDCRAFT ELECTRONIC CORP. 
41-41 Twenty-fourth Street 
Long Island City 1,N.Y. 
Shock Therapy Unit = Stillwell 6-5584 


Glissando Control — adjustable 
timing and voltage — 


Baltimore Chicago ‘New Orleans 


Pittsburgh Birmingham San Francisco San Antonio 
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In the many cases whjth require sedation without excessive hypnosis, 
Mebaral is of outstgfding merit. 

With its relatively’ wide margin between sedative and hypnotic dosage; 
Mebaral may bé employed in those conditions in which relief from 
anxiety, depression or agitation is desired during the waking hours. 


INDICATIONS: 

Mebarél affords alleviation of tension in the hyperthyroid 

or h¥pertensive patient, relaxation in neuroses and mild psychoses, 
afcalnting influence in the high-strung menopausal patient. It is 
also a reliable anticonvulsant in epilepsy. 


® 


/ 
eha ‘a TASTELESS TABLETS 
Sedative: 32 mg. (12 grain) 
and new 50 ing. (% grain) 


Antiepileptic: 0.1 Gm. (1% grains) 
and 0.2 Gm. (3 grains) 


for sedation 
WINTHROP-STEARNS INC., New York 18,N.Y., Windsor, Ont. 


Meboral, trademark reg. U.S. & Canada, brand of mephobarbital 
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SUPPRETTES 


AQUACHLORAL | 


AQUACHLORAL 
Suppettes® 


Chloral Hydrate in Suppository Form 


The NEOCERA Base 
A special blend of water-soluble 
waxes requiring no refrigeration. 


Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


MEMPHIS 3, TENNESSEE 
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ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


RESEARCH RESULTS: 


Continuing laboratory research has led to the development of Model CW47C. 
This advanced, clinically-proven electro-stimulator possesses great calibration 
ruggedness which makes possible its use as a diagnostic measuring device. 
Model CW47C provides the full strength required for convulsive, non- 
convulsive and stimulative therapies, with increased convulsive efficiency 
and smoothness. Fully adequate for focal treatment. 


No. 2 or B MACHINE (Model CW47C) 


fer Convulsive therapy—Full range 


2. Focal treatment: unilateral or bilateral convulsions 
3. Treatment of neurologic syndromes 

4. Non-convulsive therapies 

5. Barbiturate coma and other respiratory problems 


© increased efficiency of convulsive currents, clinically-proven, 
producing a convulsion so very soft as to be almost unnotice- 
able to the touch, and without epileptic outcry. 


focal treatment eliminates backward arching of spine during 
seizure. 


therapeutic effect by means of specific LOW CURRENTS. 


respiration is forced and controlled by current stimulation 
during, and at end of seizure. 


memory defect, physical thrust, apnea, etc. avoided. 
special electrodes avoid use of jelly. 


advanced, clinically-proven techniques as described in litera- 
ture and text books. 


OTHER MODELS: 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


OVER 100 REFERENCES IN LITERATURE AND TEXT BOOKS— 
Bibliography and literature on request 


REUBEN REITER. Se.D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 36, N. Y. | 
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brand of DISULFIRAM (tetraethylthiuram vi. 


*.. appears to be more effective than other drug or conditioned reflex therapies used previously.”* 


* Antabuse” has been tested in more than 25,000 patients 


... by more than 1,000 investigators... and is covered by 


more than 400 laboratory and clinical reports. 


“Antabuse” is supplied in 0.5 Gm. tablets, bottles of 50 and 1,000. 


*Barrera, S. €., Osinski, W. A., and Davidoff, €.: Am. J. Psychiatry 107:8 (July) 1950. 
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a “chemical fence” for the alcoholic 


A BROCHURE GIVING FULL DETAILS OF THERAPY IS AVAILABLE TO PHYSICIANS ON REQUEST. 


@ AYERST, McKENNA & HARRISON LIMITED «+ New York, N. Y. « Montreal, Canada 
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RESULTS OF PSYCHIATRIC TREATMENTS? 
WITH A CONTROL SERIES 


A 25-YEAR STUDY 
EARL D. BOND, M.D., Pumape-pn, Pa. 


INTRODUCTION 


For the important question of the value 
of insulin and electric shock therapies (and 
sulpha drugs and the antibiotics) the Penn- 
sylvania Hospital has unusual—possibly 
unique—experience in which to find answers. 

In the 25 years from 1925 to 1949 hospital 
conditions have changed little for patients, 
and diagnostic criteria have changed even 
less. In 1925-26 these psychiatrists were in- 
fluencing treatment and diagnosis: Dr. 
Strecker and myself (from 1913) ; Dr. Ken- 
neth E. Appel and Dr. Lauren H. Smith; 
Dr. Clifford B. Farr and Dr. Elmer Eyman ; 
their influence was still strong in 1949. The 
superintendents of nurses, the psychologist, 
Dr. Westburgh, and the business director 
have covered the whole quarter century. 

For all this time, patients’ surroundings 
have been much the same. They have had 
the same opportunities for occupation, recre- 
ation, music; they have been cared for by 
trained nurses or nurses in training; most 
important they have received personal, indi- 
vidualized attention from psychiatrists. 

The patients, almost without exception, 
have had interested families able to give de- 
tailed histories, and willing to respond to re- 
quests for follow-up accounts. The notes 
by physicians and nurses are full. 

The plan for working up cases has been 
to check on one side of a cardboard the size 
of the record, the (1) symptoms shown by 
the patient in the attack for which he or she 
was admitted, (2) previous attacks, (3) ad- 
mission and discharge dates, (4) duration of 
psychosis before admission, (5) condition 
on discharge, and (6) condition 5 years 
after admission—(often later). On the re- 
verse side is an abbreviated family history 
and a chronological abstract of the patient’s 
life. 

At present all cases regarded as controls, 


1From the Institute of the Pennsylvania Hos- 
pital. Supported by grants from the Catherwood 
Foundation and the Kirkbride Fund. 


1925-34, have been abstracted in this way— 
all in order of admission, whether senile, 
general paretic, or manic-depressive or schiz- 
ophrenic. The years in which new treatments 
were introduced, 1935-39, are being ignored. 
Of the years in which new treatments have 
been in operation 7 are completed, 1940-46, 
and the first comparison will be with the 10 
years of controls against the later 7. Cases 
from the other 3 years will be done when 
follow-up work for 5 years can be completed. 

In making diagnoses the A.P.A. definitions 
have been followed. To keep the types pure 
a large group of unclassed has been built up, 
to be divided later and separately reported 
upon. 

I believe that I am led by curiosity in this 
inquiry. I do not feel that I have any vested 
interest in any kind of treatment. My over- 
all curiosity was concerned with what a hos- 
pital like the Pennsylvania did for all mental 
patients of all kinds over a long period. I 
can speak for the same rather detached curi- 
osity in Dr. Harold Morris, who has worked 
chiefly with cases from 1940 to 1947; even 
these cases I have had to review and make 
my own when it came to summarizing. Work 
on the individual cases backs up the original 
belief that we have a remarkably steady base- 
line. Comparison suffers to some extent be- 
cause cases in the insulin-electric shock 
years cannot be followed as long as the con- 
trols; this trouble will be rectified by time 
and seems most important in the manic-de- 
pressive groups. 

For constructive criticism I have to thank 
the research committee of the Pennsylvania 
Hospital and for advice and help I have 
turned to Dr. Arthur P. Noyes. The whole 
survey has been made possible by a grant 
from the Catherwood and Kirkbride Founda- 
tions. 

After much thought I have decided to use 
the word “recovered” for patients in whom 
no defect is known. It means social recovery 
or more, with or without insight. “Much 
improved” means, as does “recovery”, a con- 
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RESULTS OF PSYCHIATRIC TREATMENTS 


[Feb. 


dition satisfactory to patient, relatives, and 
the family physician—but a certain minor de- 
fect is present, such as shyness, tenseness, or 
the inability to maintain close emotional re- 
lationships, or mild swings of mood. To- 
gether “recovery” and “much improved” are 
called “satisfactory results”. 


SCHIZOPHRENIA 


Because the Therapy Evaluation Confer- 
ence of the A.P.A. and the U. S. Public 
Health Service is concerned first about schiz- 
ophrenia, that illness will first be followed 
here and introduced by Table 1, which con- 
tains a comparison of results from the point 
of view of 5 years after admission to the 
Pennsylvania Hospital. 

There are many comments, unusual sit- 
uations, and longer-distance follow-up re- 
ports which will be considered later. At this 
point let me try to bring out main issues in 
this table. 

In the later years, when insulin and electric 
shock were available, maintained recoveries 
led with 22% over 9% for the controls ; sat- 
isfactory results led with 29% to 13% for 
controls. 

The good showing of the later “shock” 
years is marred by a larger number of lost 
cases and a closer examination of these will 
follow. Fortunately, as a main object of this 
investigation was to build a group of con- 
trols, the number of lost cases among the pre- 
shock years is small. 

A detailed discussion of the different cat- 
egories follows. 

Recoveries—Control Group.—Ot these, 
25 were well when they left the hospital and 
remained well; 5 recovered in the state hos- 
pitals to which they were transferred: one 
was so unusual that special mention follows. 

This young man, as a child shy, overmodest and 
overwhelmed by his mother, had a schizophrenic 
break 12 months before entering the Pennsylvania 
Hospital. There he gained not at all and was taken 
by a cousin to the wilderness. Here he used a rifle, 
shot and cooked his own meals, lived on the country 


with his cousin. He made a remarkable recovery 
which he has held J9 years. 


There are no qualifications in the reports 
about these patients, usually from the family 
physicians. “Five well and happy years.” 
“Very well with no sign of trouble.” All 


patients are at work, 2 as teachers. (How- 
ever, 7 relapsed after the 5 years, having 
maintained health for 54, 54, 54, 7, 8, 9 and 
IO years respectively. One is known to have 
recovered from the relapse. ) 
Recoveries—1940-46 Group.—Of the 78 
there were 67 who were well when they left 
the Pennsylvania Hospital and who main- 
tained their health 5 years. Eight left this 


TABLE 1 
SCHIZOPHRENIA 


Results of Treatments—5 Years after Admission 


Insulin 
and EST 


Controls available 


1925-34 
31 Recovery 
4 Recovery, relapse, 2d recovery. 
II Much improvement with minor 
defect 
oO Recovery; death after 3 years, 
no mental symptoms 
Considerable or slight improve- 
ment with major defect 
Recovery then relapse 
No improvement to death 
Unimproved, living 


Total followed 


Lost—no record for 5th year 
Condition at last report 
1 Recovered 
1 Much improved 
Improved 
7 


27 Unimproved 


38 
38 92 


393 440 


hospital unimproved and recovered in state 
hospitals: 2 recovered in private hospitals: 
1 had EST every week for a year. 

In most instances we have a flat statement 
from the family physician: “absolutely well 
and working for the last 10 years”; “not 
mentally disturbed over 9 years in spite of 
2 pregnancies and nephritis” ; “no return of 
symptoms at any time.” One patient is ac- 
tive as a minister ; 2 are industrial engineers ; 
I is practising dentistry and 1, medicine; 1 
has an important government position ; 9, all 
under 21, finished college requirements and 
graduated. A husband’s reply has interest: 
“She is perfectly well and is suing me for 
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divorce.” Another comment is: “Unhappy 
but no trace of psychosis.” 

Of the 78 recovered cases, an insulin 
course often with EST as adjuvant was 
given in 53, electric shocks alone in 11, and 
no shock treatment in 15. 

A patient who remained free of psychosis 
for 3 years and then died of a temporal lobe 
abscess has a line to herself. 

Eight patients relapsed in the 6th year 
from admission ; 5 are known again to have 
recovered; I was reported much improved 
after lobotomy ; 2 committed suicide. Three 
patients relapsed in the 8th year: 1 is known 
to have again recovered. One patient re- 
lapsed in the roth year and recovered. And 
I patient relapsed after 13 years in a manic 
attack with recovery. In all, 13 patients re- 
lapsed after the 5th year: of these 9 are 
known to have recovered. 


CASES WITH RECOVERY, RELAPSE, AND SECOND 
RECOVERY IN BOTH GROUPS 


The small group of 4 control cases were 
all patients who were up and down in the 5 


years but well at the end of that time. Their 
illnesses were characterized by attacks and 


remissions. Others much like them are 
placed in the recovery—relapse category be- 
cause the end of the 5th year caught them in 
an attack. The age range of these patients 
was from 14 to 17. (The first of these pa- 
tients had a relapse in the 16th year; the 
second in the 7th year; the third in the oth, 
13th, 15th, 17th, 18th, and 19th years; the 
fourth in the 13th year.) The question of 
manic-depressive psychosis was raised in all 
4 instances. 

The age range in the 1940-46 group of 77 
was 18 to 37 and the course of illness dis- 
tinctly different from the controls. All had 
1 relapse only in the 5 years and were weil 
at the end of that time. Six of these patients 
went through a course of insulin shock ther- 
apy. (After 5 years 1 patient relapsed in the 
7th year and recovered under EST ; another 
relapsed in the 9th year.) 

Much Improved with Minor Defect—Con- 
trols—Some of these 11 patients were doing 
exceptionally well in difficult jobs but con- 
sciously or unconsciously were learning to 
avoid close emotional relationships. These 
patients showed work capacity; they were: 


“nearly normal,” “not quite well,” “nervous,” 
“showed little peculiarities.” 

(After 5 years there occurred I relapse in 
the oth year, a suicide in the 8th year, a re- 
lapse in the 15th year, and a relapse in the 
I2th year with insulin therapy and recovery 
into the 14th year.) 

Much Improved with Minor Defect— 
1940-46 Group.—These 17 cases are like the 
controls. “Always a good worker, never en- 
tirely well”; “working well and raising a 
family but at times hypomanic.” In 2 cases, 
and only 2, a tendency to be suspicious is 
considered a minor defect because of the pa- 
tients’ being described as “sociable, active, 
busy, happy” and as “jealous of his wife, 
hard at work, able.” 

(After 5 years 7 patients relapsed; 3 at 
6 years, I at 7 years, 2 at 8 years, and 1 at 
II years; 2 of these again were much im- 
proved.) 

Of the 17 cases that maintained a marked 
improvement for 5 years, 9 had insulin and 
2 had electric shock. One patient who re- 
ceived no shock treatment died from cerebral 
hemorrhage 54 years after admission. 

Slight Improvement—Major Defect—in 
Controls.—All of the 28 patients spent most 
of the 5 years at home. But 1 “just eats and 
sleeps”; 1 “does the chores and is con- 
tented” ; 1 hallucinates ; 3 were in and out of 
state hospitals; 1 was “a symphony soloist 
but always in trouble.” 

Slight Improvement—Major Defect—in 
1940-46 Group.—Again all 50 spent most 
of the 5 years at home. “Does the housekeep- 
ing but still paranoid”; “at work but para- 
noid”; “hears voices”; “no sustained inter- 
est’; 4 are described as “capable schizo- 
phrenics.” 

Twenty-one of these patients received in- 
sulin shock and 2 received electric shock. 

Lost—in Control Group.—As a main pur- 
pose in this investigation is the building up 
of controls, it is fortunate that only 38 cases 
out of 393 have escaped the 5 year follow-up. 
Twelve of the 38 were followed for a year. 

When last heard from 27 were unim- 
proved, 9 improved, 1 much improved and 
I recovered. The I apparent recovery was 
in a school boy who after 5 months was do- 
ing well at home and school; the father’s 
attitude makes further questioning inad- 
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visable. It seems likely that there would be 
a slight change in a downward direction if 
all follow-up could be completed. 

Lost—1940-46.—Here there is a serious 
problem in 92 cases. Some help comes from 
the fact that of 29 recovered and much im- 
proved, 24 were followed for a year at home. 
Doctors Shurley and West ? have established 
that recoveries in insulin-treated cases at the 
Pennsylvania Hospital diminish by 10% 
from the end of the first to the end of the 
5th year. Table 1 shows that 10% of the 
total cases relapsed by the 5th year. One 
could then expect 9 (10% of 92) of the 29 
recoveries and much improved to relapse. 
But in the 78 recoveries in the 1940-46 group 
there were 11 discharged as unimproved who 
later recovered—about I in 20—so that 4 
new recoveries may be expected. From these 
inexact considerations, a net loss of 5 in the 
recovery column is likely, but even a loss of 
twice that number would not greatly change 
the percentages. 

In satisfactory results the 1940-46 cases 
have much the better of it, 31% against 
14%. 

Of all 92 lost patients 26 only were treated 
by insulin while 25 received series of EST. 
One reason why 41 received no shock treat- 
ment, and also why the families did not keep 
in touch with hospital physicians is that 23 
had a hospital stay of less than 1 month. 
Then 7 of the 23 had been ill from 6 to 22 
years. 

Of 26 “lost” insulin-treated 11 recovered 
or were much improved. Of 25 “lost” elec- 
tric-shock-treated patients 9 recovered or 
were much improved. Of 41 “lost” patients 
treated by other than shock methods 9g re- 
covered or were much improved, 

Unimproved at 5th year—Controls.—The 
281 unimproved cases are made up of 3 divi- 
sions. The smallest is made up of 15 patients 
who recovered and relapsed. All 15  re- 
covered about 16 years of health between 
them: 1 each had 2, 3 and 4 years, 8 had 1 
year, and 4 had less than 6 months. In a 
second small division are those who died 
before the 5th year (31), 4 by suicide and 27 
of intercurrent diseases. In the third divi- 
sion are those living unimproved at the 5th 


2An unpublished article. 


year (235). Of these 52 had been ill for 3 
to 39 years before admission, and 27 of the 
52 had been ill over 10 years before admis- 
sion. 

(Shortly after the 5th year 2 patients 
died of carcinoma, and from the 6th to the 
gth year 5 more patients received insulin 
shock or metrazol to little or no effect. Two 
in 6th and 8th years had lobotomies and were 
made more quiet. One patient had insulin in 
the 8th year, metrazol in the 9th, EST in the 
18th and lobotomy in the 2oth year; after 
all these measures she improved slightly in 
the hospital to which she had been taken. ) 

One patient deserves a paragraph to herself. 
After 12 years of hospitalization (she was “split 
in two”) she was given metrazol in a state hospital, 
promptly recovered and has been fully well, happy, 
efficient, winning promotion after promotion for 9 
years. This patient is both a control case and an 
example of recovery after shock therapy. 


Unimproved—1940-46.—Here there is a 
sharp contrast to the controls in the total of 
195 unimproved cases. The first division, of 
recovery and relapse, is 45 instead of 15; the 
patients recovered 96 years of health, an av- 


erage of about 2 years each as compared to 
about I year in the controls: 20 had 3 or 4 
years when they were “up and down” and 
“in and out of hospitals.” In this group 35 
received an insulin course and 6 an EST 
series, with 4 having no shock treatment. 

(Again in contrast to the controls, where 
only one recovery came after the follow-up 
period, 4 of these 1940-46 patients later re- 
covered and 1 was able to be a clerk in a 
store—‘‘not fully well” ; all of these could be 
followed for 8 years.) 

The second division of unimproved to time 
of death is not very different from the con- 
trols. There were 5 suicides. There were 2 
insulin deaths at this hospital. The other 
deaths were from intercurrent diseases ex- 
cept 1 from “malnutrition” that was due to 
the psychosis. 

In the third division there are 128 cases to 
be compared to 235 controls, all patients 
living and unimproved. Of the 128 there 
were 38 who had been ill from 3 to 30 years 
and 2 apparently for lifetimes, while 19, 
counting the lifetimes, had been ill over 10 
years before admission. 

Of the 128 cases, 87 received insulin treat- 
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ment at the Pennsylvania Hospital, as al- 
ways supported by EST or metrazol when 
supposed necessary. Others received insulin 
or EST at other hospitals. Of 41 patients 
who received no insulin here 11 were re- 
moved in a few days; 12 had been sick over 
5 years ; 4 had had shock treatments just be- 
fore admission; and one was ill with TB. 
Three were mentally defective. 

(After the 5 year period, 9 patients were 
lobotomized in other hospitals without bene- 
fit; and 8 more after lobotomy, including 1 
in the Pennsylvania Hospital, showed im- 
provement in the direction of “more tran- 
quil”, “better and able to work”, “able to live 
at home”, “easier to manage”, “paranoid but 
does not care”. 


which the symptoms bothered and alarmed 
them. But psychiatrists are puzzled by the 
problem of insidious onsets: did the illness 
begin with a slight turn toward seclusiveness 
or preoccupation, or did psychosis begin with 
a late outburst of violence or hallucinosis? 
In the unknown duration group there are 
some in the pattern “Io years or I month”, 
“17 years or 5 days”. Also in the unknown 
group are 3 patients from 12 to 16 years old 
who are said to have had symptoms “from 
birth”. 

Table 3 shows the 4 large results for the 
end of the hospital residence, 1 year later, 
and 5 years from the time of admission. No- 
ticeable is the tendency of the control group 
toward stability except for the drop in the 


TABLE 2 


DuRATION BEFORE ADMISSION 


Controls: 1925-34 


Shock available 1940-46 


At sth year 
Recovered 
Rec.-relapse-rec. 
Much improved 
Improved 
Rec.-relapse 
Unimproved 


One patient had intensive psychotherapy 
for 3 years with no gain to the 5th year. An- 
other escaped from a state hospital and killed 
a fellow patient.) 


DURATION BEFORE ADMISSION 


In several cases duration was not estab- 
lished (See Table 2). 

The controls and the shock available 
groups had practically the same number of 
cases that had durations at admission of 18 
months or less, and of the controls 27, and 
of the latter group, 60 recovered—12% and 
27% respectively. 

The controls were loaded with 54 cases 
over 6 years (6 to 29 years) in duration and 
of these 1 recovered ; the later group had 35 
over 6 years (6 to 29 years) in duratiion and 
of these 4 recovered. 

Most estimates of duration must be un- 
certain. The family tries to give the time at 


19 mo. 
to 


5 yrs. 
13 


3 
13 
5 
52 


86 


“improved” group. Also noticeable in con- 
trast is the drop in recoveries over the 5 
years in which shock treatments were avail- 
able. 


SUMMARY 


1. This report on schizophrenia is a first 
step in building up a control group of the re- 
sults of hospital psychiatric treatment. First 
shown are 393 consecutive schizophrenia pa- 
tients admitted in 1925-34 before the com- 
ing of any shock treatments. 

2. A comparison is made with 440 consec- 
utive schizophrenic patients admitted in 1940- 
46 to the same hospital conditions but with 
insulin and electric shock series available and 
frequently used. 

3. The shock treatments seem to be a push 
in the upward direction in schizophrenia: 
there are more recoveries sustained to the 
5th year, more slightly improved, fewer un- 
improved, many more recovered and relapsed 
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in the 5 years, and more recovered in the 
group that could not be followed. 

4. Relapsed cases, both in and later than 
the 5th year period, raise the question as to 
whether shock treatments are enough. The 
fact must be taken into account that the 1940- 
46 patients had all the adjuvant hospital 
treatment that was given to the earlier control 


5. In the first table of results are included 
cases whose long duration before this hos- 
pitalization or treatment put a tremendous 
burden on therapy. In the control group 11 
cases had run 6 to 7 years, 15 cases had run 
8 to Io years, 12 cases had run II to 15 years, 
and 10 cases had run 16 to 29 years. In the 
1940-46 group 3 cases had run 6 or 7 years, 


TABLE 3 


RESULTS FOR THE END OF HOSPITAL RESIDENCE 


1925-34 
A 


On 5 yrs. from. 
discharge admission 


53 46 

14% 13% 
99 28 

6 31* 
235 250 


Improved 
Died 


393 355 
100% 100% 
0 38 

393 393 


* Including previous deaths. 


patients. Also the later patients had heard of 
and often seen the striking changes following 
shock treatments. One of the patients had 
been for 10 years in the hospital, the most 
obvious, regressed, typical schizophrenic: 
after a course of insulin he became a normal 
appearing, pleasantly talkative individual for 
a week and then he again regressed. The im- 
pact of the week’s change on patients and 
nurses was powerful. 


\ Recovered & much improved.. {¥ 3 103 


On 4 5 yrs. from 
discharge admission 


39% 23% 


50 
5 22* 
17I 173 


440 


348 


100% 


440 


10 cases had run 11 to 15 years, and 7 cases 
had run 16 to 38 years. 

6. The shorter the duration before therapy 
the better the results—with this truism goes 
the disturbing thought that the shorter the 
duration the more uncertain the diagnosis. 

7. More patients recover and stay well un- 
der shock therapies but also more recover 
and relapse. 


Bis 
ath 
| 
405 | 
100% | 
440 440 
4+ 


TWENTY YEARS OF GROUP PSYCHOTHERAPY 
Purposes, MetTHops, AND MECHANISMS * 
RUDOLF DREIKURS, M.D.,2 ann RAYMOND CORSINI, M.S.,° Cxucaco, 


INTRODUCTION 


The last 20 years have produced a specific 
therapeutic method in psychiatry, which not 
only presents a minor revolution in this 
specialty, but may have profound implica- 
tions for our whole society. It is the group 
method, now commonly called group psycho- 
therapy. The rapid expansion of this form of 
treatment has prevented, so far, an integra- 
tion of the numerous reports into one body of 
knowledge. As long as practitioners draw 
only from their own experience and are in- 
volved primarily in their own ideas, scien- 
tific progress is hampered. The simple fact 
that different therapists get the same results 
through similar practices yet attribute them 
to different dynamics is sufficient justification 
for a careful consideration of all available re- 
ports and interpretations. The divergence of 
interpretations of identical experiences in 
group psychotherapy is not surprising since 
a similar situation prevails in individual psy- 
chotherapy. However, the group medium 
may be more conducive to scientific investi- 
gation than individual treatment which does 
not permit a replication of therapeutic phe- 
nomena. No two individuals are alike; but 
many group situations and group interactions 
are sufficiently similar to provide a testing 
ground for theories and methods and their 
scientific analysis and evaluation. 

A comparative study of the literature can- 
not fail to contribute to mutual understanding 
between group therapists, to consideration of 
common problems, and to clarification of the 
dynamics involved. For these reasons we 
have surveyed about 500 papers in order to 
extract information that may contribute to 
the unification and integration of group psy- 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 Professor of Psychiatry, Chicago Medical 
School. Medical Director, Community Child Guid- 
ance Centers of Chicago. 

8 Previously State Department of Public Welfare, 
Wisconsin. 


chotherapy, and to catalogue and summarize 
some of the dominant ideas in this rapidly 
expanding field. Despite best intentions to be 
impartial in reporting, we had to be judici- 
ously selective in our reading, since much of 
the literature is repetitious and concerned 
merely with random unsystematized clinical 
observations. Some abstraction and simpli- 
fication is mandatory in such an undertaking 
which deals often with complex thoughts and 
complicated ways of expression. We do not 
yet have a common language nor a generally 
accepted system of evaluation to establish a 
common denominator that would make it 
possible to compare statements and observa- 
tions in their identity or divergence. 


HisTorIcAL REVIEW 


Group psychotherapy is probably as old as 
man. The cathartic effect of the theatre was 
noted by Aristotle. The formal treatment of 
psychiatric patients in groups is of much 
more recent origin. As Hulse(34) and Drei- 
kurs(19) pointed out, the earliest formal 
group therapy was probably conducted by 
Anton Mesmer whose hypnotic sessions ex- 
cited the Paris of Benjamin Franklin. An- 
other reference to the early use of the group 
method is made by Klapman(41) who re- 
ported that Camus and Paquiez(12), pupils 
of Dejerine, discovered that patients with 
nervous disorders improved more rapidly if 
treated in groups. 

But group psychotherapy is fundamentally 
a product of the twentieth century. Pratt 
(71) is notable for his attempts, undertaken 
at the beginning of the century, to treat tuber- 
culous patients in groups. He was probably 
unaware at that time of having pioneered a 
new approach to human problems. 

The early period of group psychotherapy 
may be dated from 1900 to 1930. During 
this time the major steps toward a system- 
atic use of the group method, called at that 
time “collective councelling,” were made in 
Europe. Dreikurs(19) reports the early ef- 
forts of collective therapy by Wetterstrand 
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with hypnosis, Schubert with stammerers, 
Hirschfeld with sexual disturbances, Stran- 
sky with neurotic patients, and Metzl(59) 
with alcoholics. In Russia, Rosenstein, Guil- 
arowsky, and Oczertovsky(66) used the 
group method. In Denmark, Joergeson used 
action methods with psychotics(32). 

Alfred Adler(2), in his child guidance 
clinics, was probably the first psychiatrist to 
use the group method systematically and 
formally. Moreno(60) started group therapy 
around IQIO, using techniques completely 
unrelated to the concepts and practices of in- 
dividual therapy ; he later developed a theo- 
retical framework, sociometry, for the group 
approach. 

The development of the group method in 
Europe never reached a stage of organiza- 
tional integration. Psychiatrists who used it 
worked independently, hardly taking notice 
of each other. With the advent of totali- 
tarianism, group methods were completely 
abandoned. Only after the war were they 
resumed. This points to a correlation be- 
tween the use of the group method and dem- 
ocratic evolution. It is not surprising, there- 
fore, that the development of group psycho- 
therapy shifted to the United States and 
advanced rapidly, far ahead of any other 
country. Group psychotherapy is essentially 
a democratic procedure, and its use reflects 
the political climate of a nation. It cannot 
flourish except in a free atmosphere. It needs 
a unique social climate, and, in turn, creates 
one(20). 

The rapid development in the United 
States began about 20 years ago. Before 
then very few instances of the use of the 
group method were reported ; besides Pratt, 
who probably was the first to use it in this 
country, were Burrow(11), Emerson(23), 
Lazell(47), and Marsh(58). In 1931 Mor- 
eno(62) coined the term “group psychother- 
apy”, giving the new method its formal 
name. But it was not until 1936 that the out- 
put of papers on this subject increased with 
geometric proportion. Geller(29) gives the 
figures of this continuous growth of interest. 
From 1900 to 1919, II papers relating to 
group treatment were published in this coun- 
try; in the next decade, 20; and some go 
papers appeared in the ’thirties. Between 
1940 and 1949 Over 500 papers were pre- 


sented in the various scientific journals. Now 
more than 125 papers are published annually ; 
and present literature on group psychother- 
apy includes over 1,400 items. 

We have no reliable estimate of the number 
of therapists in this country who use the 
group method ; but more than 100 have pub- 
lished 2 or more papers on the subject. Half 
of the nation’s mental hospitals use group 
psychotherapy. This development inevitably 
led to the formation of professional societies. 
We now have 2 national organizations, both 
publishing journals exclusively devoted to 
group psychotherapy, with training institutes 
and local conferences. Group psychotherapy 
has come of age, 21 years after its christen- 
ing by Moreno. 


PURPOSES 


We may distinguish 2 purposes or aims of 
group psychotherapy—its clinical value, the 
immediate purpose for which group methods 
are used, and its theoretical or philosophical 
implications. The rather newly recognized 
group dynamics have far-reaching signifi- 
cance for cultural and social problems. 

The early writers were, for the most part, 
psychiatrists in mental hospitals who used 
the group method primarily as a substitute 
for individual therapy because of enormous 
case loads(42). Often an apologetic note, on 
the ground of expediencey, is evident in the 
early reports(88). This attitude has changed 
to one of confidence, for the new method 
has proved to be not only as effective as indi- 
vidual therapy, but in many respects supe- 
rior to it(26). 

The introduction and the expansion of 
group psychotherapy, particularly in mental 
hospitals, was possible only through a change 
in perspectives in regard to the curability of 
severe mental disorders. Previous pessimism 
gave way to cautious optimism aroused by 
the discovery of psychodynamics by Freud, 
Jung, and Adler, which led to analytic psy- 
chotherapy, the development of work therapy, 
the concept of the total push (Abraham 
Myerson). This optimism grew with the in- 
creased efficiency of new therapeutic pro- 
cedures such as chemotherapy and electro- 
therapy. No longer satisfied with rendering 
custodial care, psychiatrists were willing to 
explore all possible therapeutic means, Stim- 
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ulated by the results of somatic treatment 
with insulin and electroshock, brain surgery, 
and the dynamics of psychotherapy, the po- 
tentialities of group methods were quickly 
recognized. 

Specifically, group methods have been 
reported in the treatment of psychotics, neu- 
rotics, and patients with personality disor- 
ders. They have been used in mental hospi- 
tals(58), prisons(45), outpatient clinics 
(91), in child guidance(75), military re- 
training (50), general hospitals(31), and pri- 
vate practice(92). Indeed, group methods 
have been successfully applied in every psy- 
chotherapeutic phase from the management 
of physical disease(10, 13) to the improve- 
ment of family relations(22). 

The second purpose of group psychother- 
apy is of more theoreucal nature. As the 
study of individual psychodynamics was orig- 
inally undertaken for the improvement of 
therapeutic efforts and led to research and 
discovery of mechanisms heretofore un- 
known; similarly, group psychotherapy be- 
gan as a method of treatment, without the 
practitioners’ knowledge of the dynamics in- 
volved. Later the emphasis shifted to inves- 
tigation leading to the examination and study 
of the dynamics operating in the group. At 
present theoretical investigations have 2 di- 
vergent focal points. On the one hand, adher- 
ents of the various psychodynamic schools 
try to apply recognized psychodynamics of 
the individual to the group situation. The 
group process is seen as an extension of the 
dynamics operating within the individual. 
This injection of individual psychodynamics 
into group procedures may account for the 
divergence and frequent contradictions of in- 
terpretations given to identical observations. 
Characteristic reports of divergent dynamic 
schools are given by Schilder(77), Wolf 
(92), and Foulkes(27), of the psychoana- 
lytic point of view; by Bierer(7) and Drei- 
kurs(19) of the Adlerian viewpoint ; by Gor- 
don(30) and Peres(67) of the Rogerian 
client-centered philosophy. 

On the other hand, investigations have 
revealed specific group dynamics, which are 
different from, although supplementary to, 
psychodynamics of the individual. Moreno 
has been the pioneer in the investigation of 
group dynamics, having provided this new 


field of research with a specific tool of inves- 
tigation, namely, sociometry. Lewin(48) 
and Lippett(51) followed his lead,* surveying 
the effects of the social climate of groups, 
and establishing laboratories for group dy- 
namics. Bales(3) has been experimenting 
with Interaction Process Recording and 
Powdermaker and Frank(70) have con- 
ducted the most comprehensive analytic in- 
vestigation of group therapy yet reported. 

The exploration of group dynamics inevi- 
tably led to a larger field of operation. 
Knowledge obtained from the experiences 
with therapeutic groups proved to be applic- 
able to groups in general ; methods providing 
solutions for the problems and conflicts of the 
members of the therapy group indicate ap- 
proaches to solve social problems in general. 
Attempts have been made to use group 
methods in education(80), social clubs(6), 
penal institutions(I, 9), training schools 
(90), race relations(14), and industry(28). 
A tendency to move group therapy methods 
out of the clinics and psychiatric offices into 
society has emerged. Knowledge gained in 
the treatment of small groups of sick people 
can be applied to “normal” groups and their 
problems. 

The ultimate purpose of group psycho- 
therapy should be the development of tech- 
niques that can be utilized for the benefit of 
all group problems. Lewin, Lippitt, and 
White(49) have shown the beneficial effects 
of a democratic atmosphere on emotional 
and social adjustment as contrasted with 
authoritarian and anarchic groups. Study of 
the characteristic climate existing in a ther- 
apy group(20) indicates that an increase in 
the number of such groups in our society 
may have some effect upon the development 
of a type of human relationship essential for 
the development of democracy. 


METHODS 


Group psychotherapy methods show a be- 
wildering variety. It would be impossible to 
list them all. Many are minor variations of 


¢ For clarification of this statement, it may be 
pointed out that Kurt Lewin published his first 
paper on the 3 types of group structure in Moreno’s 
Journal, Sociometry, Vol. 1, 1938, after Moreno had 
described these concepts in the Scciometric Review 
in 1936. 
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main approaches. Several attempts have 
been made to construe classifications which 
would permit a meaningful and basic differ- 
entiation of the methods used. Before dis- 
cussing the basic differences in the various 
methods, some specific techniques should be 
enumerated. There are, for example the use 
of drawings—Baruch and Miller (4), the text- 
book mediated therapy—Klapman(42), the 
blackboard procedure—Jacobson and Wright 
(38), the semantic approach—Kelley (40), 
the Northfield experiment with leaderless 
methods—Bion (8), and the leaderless panel 
method—McCann and Almada(56), psycho- 
drama—Moreno(63), the therapeutic drama 
clubs—Schwartz(78), the social clubs— 
Bierer(7), the use of dramatics—Lassner 
(44), the multiple psychotherapy—Dreikurs 
(21), the use of puppets—Bender and Wolt- 
man(5), the play techniques—Shakow and 
Rosensweig (79), the activity group method 
—Slavson(81), the analytic method—Pow- 
dermaker, Foulkes, and Ezriel(69, 27, 25), 
hypnotherapy—Ennies(24), the self-help 
method—Low(53), and many others. 

But upon deeper scrutiny, these various 
methods fall into patterns that lend them- 
selves to classifications. One type of classi- 
fication is based on the principle of a single 
dimension. Thomas(88) puts all therapy on 
a single bipolar continuum from repressive- 
inspirational to analytic. The methods re- 
ported by Pratt(71), Lazell(47), Low(52), 
and Klapman(43) are repressive-inspira- 
tional, while those used by Spotnitz(85), 
Ezriel(25), and Sutherland(87) are analytic. 
Luchins(54) establishes a dichotomy by dis- 
tinguishing between authoritarian and lais- 
sez-faire methods. Renouvier(72), trying to 
reformulate Moreno’s concepts, suggests a 
division of dogmatic and analytic methods. 
Slavson(84), too, suggests a dichotomy, dis- 
tinguishing the activity method from anatytic. 
Bierer(7), Harms(32), Hulse(34), and 
Peres(67) see 3 classifications in group psy- 
chotherapy. Hulse divides them into analytic, 
didactic, and inspirational. Peres distin- 
guishes between class therapy, activity ther- 
apy, and therapy in a group. Harms makes a 
distinction on the basis of characteristics of 
the natural group, the artificial group, and 
group therapy through outside agencies, 
Bierer speaks of mass therapy, class therapy, 
and collective therapy. 


Dreikurs(19) and Moreno(64) attempted 
classifications on the basis of multidimen- 
sions. Dreikurs sees 2 sets of distinguishing 
factors, one, the verbal versus the nonverbal 
approach, and the other, the directive versus 
the nondirective. Moreno suggests no less 
than 7 dimensions, based on the constitution 
of the group, the locus, the aim, the thera- 
peutic agent, the form, the medium, and the 
origin. 

Reviewing the various suggestions for 
classification and the methods as reported in 
the literature, 8 dimensions appear to us as 
a logical basis for placing any method of 
group psychotherapy in proper relationship 
to all others. 

The first dimension is established by the 
role of the therapist, particularly by the 
amount of direction that he exerts. This di- 
mension would have on its one extreme a 
therapist such as Low(52) who insists that 
his patients use a special language and think 
in terms he prescribes; on the other end 
would be a therapist like McCann(56) who 
removes himself physically from the thera- 
peutic room, leaving his patients entirely to 
themselves. In between are the various more 
or less directive or nondirective methods. The 
determination of the amount of direction 
provided by the therapist would require 
careful investigation, since the therapist’s 
own evaluation of his directiveness may not 
always be borne out by closer scrutiny. Toa 
certain extent the group climate, to be men- 
tioned later, is significant. 

Our next dimension refers to the use of 
verbal communication. In the activity group 
therapy of Slavson(83) the spoken work is 
relatively insignificant, while in the nondi- 
rective treatment of Gordon(30) and Hobbs 
(33) all emphasis is on the spoken work. 

The third dimension considers the type of 
interactions that take place in the group, 
They may be relatively limited, consisting 
mainly of the interaction of the therapist with 
the patients as in the case of the inspira- 
tional approach, as in lectures. Most fre- 
quently the interaction takes place between 
all participants, but may be mediated and con- 
trolled by the therapist. Some groups have 
no limits to the interaction, as in the leader- 
less group experiments of Bion(8). 

The fourth dimension is provided by the 
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extent of formalism in the therapeutic pro- 
cedure. The method used by Coffey(15) and 
associates provides for an internal logic of 
development so that sessions proceed along 
predefined lines. Similar procession of steps 
exists to a certain extent in the child guidance 
group techniques of Dreikurs(22). Even in 
Moreno’s psychodrama, which emphasize 
spontaneity, some directing organization 
and general formal stages of procedure can 
be detected. In contrast, most methods show 
no form or organization. Each person speaks 
when and as he is inclined. This complete 
absence of any plan or organization is perhaps 
best expressed in the nondirective therapy. 

The fifth dimension represents the content 
of the sessions. These may consist of intro- 
spective analysis of the patients on the one 
extreme, arid on the other of mere activity as 
a reality testing device as used by Slavson 
(84). However, Slavson’s dichotomy does 
not exhaust the possibilities. It would be 
more accurate to combine Slavson’s and 
Hulse’s(34) classification by distinguishing 
the analytic-introspective, the didactic-infor- 
mational, and the inspirational-motivational 
method besides the objective behaviorial life- 
testing method. They all belong in the same 
dimension and may even be found alternately 
or concommitantly in many therapeutic pro- 
cedures. 

The sixth dimension depends on the ratio 
of patients to therapists. The class method 
can show a ratio of one therapist to a group 
of several hundred(58). In a mathematical 
sense the ratio is even more extreme in the 
leaderless group of Bion(8) or the round- 
table method of McCann(56), because there 
is no leader at all. A complicated situation 
exists in the nondirective method of Hobbs 
(33) where the therapist submerges himself 
in the group ; consequently, there are as many 
patients as therapists. 

In the multiple therapy as developed by 
Dreikurs(21), the therapeutic group con- 
sists of 2 therapists and one patient. Moreno 
goes even further ; a dozen therapists, in the 
form of leader and auxiliary egos, may con- 
verge their efforts on one patient. In the 
usual round-table approach the ratio of thera- 
pists to patient varies from 1 to 5 to from I 
to 15, around 8 being the preferred ratio. 
Another development in this respect has been 


the multiple therapy method applied to the 
group, called the co-therapists method(4, 
55). 

The seventh dimension refers to the com- 
position of the group: is the group limited 
and selected or open to all within a defined 
population? The selection of the members 
depends on the therapist’s consideration for 
homogeneity or differences as the basis for 
the optimal functioning of the group. Very 
few therapy groups are nonselective and 
open to all members of a natural group such 
as the Chicago Community Child Guidance 
Centers(22) or group therapy among the 
congregation of a church(16). 

The last dimension, and possibly the most 
difficult to clarify, refers to the atmosphere 
of the group. It can be democratic, anarchic, 
or authoritarian. The identification of a given 
method in regard to these 3 types is hampered 
by the emotional loadings of these terms. 
The designation of the group atmosphere by 
the therapist may be misleading ; he may be- 
lieve he is operating on one level, while actu- 
ally functioning on another. To confuse the 
issue even further, the group atmosphere is 
not identical with the overt behavior of the 
leader. Consequently, we may have to dis- 
tinguish between an existing atmosphere in 
the group and the approaches of the leader. 

To give an example of the complexity of 
the issue: Low, like Klapman, uses a text- 
book and takes a very directive and rather 
authoritarian attitude. But the effects of such 
imposing procedures are most amazing. 
They lead to a form of group psychotherapy 
which no longer requires the presence of any 
therapist. Low’s “Recovery” became a truly 
self-help form of group psychotherapy, where 
the patients help each other—a procedure 
that can be considered as highly democratic. 

A study of this category of group atmos- 
pheres seems to be essential since a demo- 
cratic trend seems to permeate all therapy 
groups. All group procedures imply the ex- 
istence of a unique climate which is essenti- 
ally democratic. The methods of group ther- 
apy flourish only in a democratic atmosphere, 
as has already been pointed out. It vanished 
in Europe with the advent of totalitarianism 
and increased in the United States at a time 
when the process of democratization and 
equalization (as in the relationships of men 
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and women, white and colored people, etc.) 
became highly accelerated. 

These 8 dimensional classifications are sug- 
gested as a basis for an analysis of any 
method of group psychotherapy. Such a 
frame for classification is primarily important 
for research. A clear perception of the 
various factors operating in the diverse 
methods may contribute to the determination 
of the basic elements in the method. Our at- 
tempt to isolate factors is by nature incom- 
plete. A factor analysis, based on the Q tech- 
nique of Stevenson (86) should go a long way 
toward identifying the basic dimensions with 
which we are dealing in group psycho- 
therapy. 


MECHANISMS 


There can be no doubt that group psycho- 
therapy is effective; but the question as to 
the nature of the effective dynamics is highly 
contested. Any effort to establish a theory 
of dynamics operating in group psychother- 
apy has to contend with a historical handi- 
cap. Since individual psychotherapy pre- 
ceded group methods, it was only natural 
that the theoretical concepts formulated 
through the study of individual patients 
should be transferred to the group ap- 
proaches. This application of an already es- 
tablished theory, considered by its proponents 
to be catholic and all-inclusive, may be called 
the molar approach. The molecular or induc- 
tive method of establishing a theory would 
be based on the observations and analysis of 
the group procedure. 

It seems unnecessary to restate the thed- 
retical considerations that the Freudians, the 
Adlerians, and the Rogerians, to mention the 
3 dominant schools, have applied to group 
methods. Suffice it to say that they have 
found relatively little difficulty in applying 
their theoretical concepts to their observa- 
tions with groups. Therefore, such mech- 
anisms as transference, compensation for 
inferiority feelings, and acceptance, will not 
be discussed here. 

It appears that Moreno was the first to 
formulate a theory of group dynamics, based 
on his theory of spontaneity and his evalua- 
tive method of sociometry. Lewin(48) and 
Lippitt(51) have followed in this path, at- 
tempting to study group behavior in situ and 


without the dubious benefit of prior concep- 
tualization. 

A search of the literature for over-all theo- 
retical formulations of the mechanisms in- 
volved in terms of specific therapeutic agents 
reveals a strange lacuna, since the writers 
seem to avoid discussion of this crucial 
issue. If we attempt to reach integrated 
formulation based on impressions from re- 
viewing the papers, we realize the need for an 
arbitrary approach which may constitute a 
preliminary effort toward integration. Only 
careful studies will permit a more accurate 
description and possible integration of dyn- 
amics as they are perceived by various ther- 
apists. 

The first conclusion is the correlation of 
effectiveness of group psychotherapy with 
participation of subjects. This is substanti- 
ated by 2 reports of unsuccessful group psy- 
chotherapy. Sarlin and Benrezin(76) found 
lecture methods relatively ineffective, and 
Kahn, Buchmueller, and Gildea( 39) reported 
disappointing results when group cooperation 
was not secured. 

A second generally accepted mechanism is 
the effect of public disclosure. The early 
Christian church, the Oxford Movement, 
revivalists, Alcoholics Anonymous, have used 
open confession. The therapeutic effect of 
stating forbidden thoughts and guilty action 
seems to be similar to the cathartic effect of 
such revelations in individual therapy but 
with additional “feed-back” effects. 

Another mechanism is “universalization” 
(68). This particular phenomenon occurs 
whenever the remark of one member of the 
group strikes a common chord in the others, 
so that they understand his feelings, realize 
their own identity with him, accept his ideas, 
and find that this universalization enables 
them to participate more freely. Univer- 
salization leads to group cohesiveness. Drei- 
kurs(22) and Low(53) observed increased 
therapeutic effectiveness through the identi- 
fication of their own problems with those of 
other members of the group. Rew(73) re- 
ports a reduction of tension concommitant 
with a feeling of belongingness and with an 
understanding of the problems of others. 

Another therapeutic mechanism is educa- 
tional. It seems to have 2 entirely different 
aspects(18). First is the increased ability to 
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absorb new facts that ordinarily are denied 
by defense mechanisms. But more important 
seems to be the unconscious incorporation of 
certain ideas that were previously unaccep- 
able. The learning process and the ability to 
gain insight is facilitated by the interaction 
of the group members ; patients respond more 
readily to stimulation from their fellow pa- 
tients than from their therapist. 

One mechanism certainly not present in 
individual therapy is the therapeutic effect 
of one member helping another. Several 
methods like Alcoholic Anonymous, Low’s 
self-help, and others deliberately evoke mu- 
tual help. Assuming mutual responsibility 
counteracts pathological dynamics of emo- 
tional and social maladjustment. It dissolves 
the emotional isolation in which most people, 
but particularly psychiatric patients, have 
lived. 

Another mechanism, also found only in 
group psychotherapy, is social reality testing. 
While in individual therapy the therapist is 
usually completely and often uncriticaily ac- 
cepting, in group psychotherapy each mem- 
ber has to contend with the attitude of peers ; 
consequently, each has the opportunity of 
testing himself in a situation that has real 
social meaning. Rome(74), among others, 
indicates the importance of reality testing 
which the group provides. 

Finally, turning the group into a healing 
medium can be considered one of the most 
important mechanisms of group psychother- 
apy. As Moreno(60) states, problems aris- 
ing from the group must be healed by the 
group. It is the peculiar group structure of 
modern society that intensifies the emotional 
isolation of modern man despite and perhaps, 
paradoxically, because of improved transpor- 
tation, communication, and increased leisure 
time. Man’s neuroses may be an expression 
of such social isolation; and the healing 
power of the group can well serve to offset 
such damaging cultural stimulations and 
effect closer social interaction. Only in a 
therapy group does modern man experience 
a status of social equality with others, in 
contrast to the inequality experienced in 
modern society with all its conflicts and ten- 
sions. It is only in a therapy group that de- 
ficiencies lose their stigma, no longer lessen 
social status, and thereby provide a sense of 


equality for all(20). In this sense, group 
psychotherapy has cultural and social signifi- 
cance. 

Since the therapy group establishes coop- 
erative attitudes and approaches not essenti- 
ally found in the surrounding community, 
it becomes obvious that the group is a value- 
forming agent. This mechanism, frequently 
overlooked, needs considerable attention. In- 
dividual therapy was able to avoid the rather 
embarrassing issue as to the value changes 
implicit in any psychotherapy. Group psy- 
chotherapy will not be able to shunt its re- 
sponsibility to investigate this element. All 
human values are of social nature; all social 
participation affects our value system, posi- 
tively or adversely, reinforcing certain con- 
victions and diminishing others. The normal 
group experience of an adult is generally 
limited in its ability to penetrate his already 
well-established and rigidly maintained value 
systems. In contrast, the impact of strong 
emotional social experiences as found in 
group psychotherapy is bound to have its 
effects on the value systems of each partici- 
pant. Since the therapy group is fundamen- 
tally a democratic group, the values emerg- 
ing from it are probably identical regardless 
of the therapist and the method used. They 
may have a definite impact on our total cul- 
ture. 


CONCLUSIONS 


The field of group psychotherapy has been 
reviewed with the intention of clarifying its 
purposes, methods, and mechanisms. We 
catnot expect consensus at a time when 
group psychotherapy is still rapidly expand- 
ing and no objective integrative concept has 
evolved. It is inevitable that trying to sum- 
marize the extensive literature probably re- 
sults in more questions raised than answers 
provided. As with many other therapies we 
are more certain of possessing an effective 
method than of knowing the reasons for its 
effectiveness. True enough, many individual 
therapists are sure that they know the dy- 
namics with which they operate; but their 
findings and reports are so divergent and 
often contradictory, that a scientifically re- 
liable answer seems to elude us. The inte- 
gration of all available information into one 
body of knowledge would be a Herculean 


= 
| 
q 
is 
3 
av 
q 
ty 
| 
he 
= 
ag 
‘ 
ihe 


574 


TWENTY YEARS OF GROUP PSYCHOTHERAPY 


[ Feb. 


task; but group psychotherapy may be able 
to accomplish what psychiatry has been un- 
able to do—integrate the various dynamic 
theories into one body of scientific knowl- 
edge. It is the medium of group psychother- 
apy itself that may promote such long-over- 
due integration. The therapy group provides 
facilities for controlled observation that 
hardly exist in individual cases. Further- 
more, a spirit of increased cooperation char- 
acterizes all those who have experienced 
group psychotherapy and benefited from it, 
patients and therapists alike. Group thera- 
pists seem to be willing to exchange their 
findings and—regardless of their orientation 
—discuss their observations in a give-and- 
take way, essential for scientific progress. In 
this sense psychiatry may experience a true 
revolution through the new methods it has 
invented for the treatment of patients. 
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The administration of convulsive therapy 
by electrical means has been found to be of 
great therapeutic benefit in the various forms 
of psychotic depression and certain other psy- 
chotic states. However, with the conven- 
tional technique, for inducing seizures, cer- 
tain undesirable complications may occur, 
such as fractures, mental confusion, cumu- 
lative memory disturbance, and subsequent 
anxiety feelings concerning the treatment it- 
self. Furthermore, the administration of a 
generalized seizure always entails certain haz- 
ards, particularly in persons with cardiac or 
cardiovascular disease or general debilitation 
due to advanced age. With the idea of re- 
ducing these complications and hazards, the 
authors studied the effects of electrically in- 
duced unilateral seizures. A preliminary re- 
port describing the original technique was 
published recently(1). Since then minor 
modifications of the technique have been em- 
ployed which we shall present briefly. 

The technique consists in the application of 
either sponge or flat metal electrodes to one 
side of the head approximately 3 to 4 inches 
apart and about I to 2 inches from the line 
of sagittal fissure. The electrodes are placed 
from 14 to 2 inches equidistant from a line 
contiecting the 2 auditory meati. When the 
electrodes were placed closer together, as in 
our original technique, a higher intensity of 
current was usually required to induce uni- 
lateral seizures or it was not possible to in- 
duce the seizure with the apparatus utilized. 
Placing the electrodes further apart over- 
came this difficulty and required less current 
to produce the focal fit. A continuous current 
is required for this treatment and therefore 
the use of the Cerletti-Bini technique, em- 
ploying the predetermined voltage for only 
a fraction of a second, is not suited for this 


purpose. 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 The New York Neurological Institute. 

8 Neurological Division, New York University- 
Bellevue Medical Center. 


576 


FOCAL STIMULATION THERAPY 


BERNARD L. PACELLA, M.D.,2 anno DAVID J. IMPASTATO, M.D. 
New York City 


We employed the Reiter apparatus (Model 
CW47 and CW47-B) with current selector 
knob in position 3. Since the electric current 
is painful, the patient is anesthetized with 5% 
solution of sodium pentothal immediately 
prior to the administration of the current 
(2). The preparation of the patient is es- 
sentially the same as for ordinary electrocon- 
vulsive treatment. No gag is required and 
no hyperextension or holding of the patient 
is necessary. After the current is turned on, 
it is gradually increased, usually up to 10 to 
20 m. a., until a contralateral seizure begins, 
usually noted first in the upper limb. If the 
current is turned off at this point, the fit in 
the contralateral limbs will continue through 
the usual tonic and clonic phases and remain 
confined to the one side of the body, unless 
we wish to extend the seizure to the opposite 
side by prolonging the application of current 
(1). Treatments have been given at a fre- 
quency of 2 to 4 times per week. In most in- 
stances patients received a double focal ap- 
plication in which the fit was elicited first on 
one side of the body and then, after it sub- 
sided, on the other. However, these double 
contralateral seizures were tabulated as only 
a single treatment. The great majority of 
patients received a total of 10 to 20 treat- 
ments, although a few patients received fewer 
than 6. 


RESULTS 


A total of 30 psychotic patients have been 
included in this preliminary study and were 
diagnosed as follows: (1) 18 schizophrenia ; 
(2) 6 involutional melancholia ; (3) 6 manic- 
depressive psychosis of which 5 were of the 
depressed type and one in the manic phase. 

In the schizophrenic group 6 patients 
showed substantial to complete remission of 
symptoms. These were all relatively acute 
forms of schizophrenia with paranoid mani- 
festations and all patients had been adjusting 
at adequate socio-economic levels prior to 
their acute psychotic episodes. Two addi- 
tional schizophrenics who had been subject 
to previous acute exacerbations of psychosis 
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and were not adequately adjusted to their 
surroundings in the “interval periods,” re- 
sponded only moderately to treatment. The 
other 10 patients were unimproved by the 
treatment. This group consisted essentially 
of chronic schizophrenics with poor prog- 
nostic outlook and long histories of inade- 
quate adjustment. 

In a group of 6 patients with involutional 
melancholia, only one responded after the 
tenth treatment. The remaining patients 
showed no response, although 4 did not re- 
ceive more than 8 treatments. The adminis- 
tration of 1 or 2 grand mal treatments, after 
an initial course of the focal seizures, re- 
sulted in a rapid, persisting improvement 
which made additional grand mal treatments 
unnecessary. Of the manic-depressive pa- 
tients, 3 of the depressed individuals showed 
remission of symptoms with fewer than 10 
treatments, while the remaining 2 were unim- 
proved, even though one received a total of 
17 treatments. It should be noted that in this 
latter instance, only one grand mal treatment 
given after the 17 focal treatments resulted 
in an immediate complete therapeutic reac- 
tion. This same patient had previous general- 
ized convulsive therapy on 4 different oc- 
casions when she had depressions and on 
each occasion required at least 6 grand mal 
treatments before showing definite persisting 
improvement. Inasmuch as this patient was 
72 years old, we preferred to avoid grand mal 
seizures as often as possible. Our one manic 
patient exhibited no improvement after 9 
focal treatments, but showed subsidence of 
symptoms after 2 grand mal reactions. 

It is to be noted that a number of the pa- 
tients in the involutional melancholia and 
manic-depressive groups were elderly per- 
sons suffering from various forms of cardio- 
vascular disease or general debility and it was 


deemed advisable to avoid generalized con- 


vulsions whenever possible. 

None of these patients exhibited any se- 
rious untoward complications, although a few 
side reactions were noted, most likely due 
to the pentothal effect. These included 3 
instances of immediate post-treatment respir- 
atory difficulty which subsided in several 
minutes ; 2 patients exhibited marked crying 
reactions for several minutes after the treat- 
ment when the pentothal effect had partially 
worn off. 


There were no fractures and no instances 
of back pain. An important aspect of the 
treatment is the relative absence of confusion 
and memory disturbance. Even in cases 
where a long series of the focal treatments 
were given, the memory showed relatively 
little or no gross disturbance. This contrasts 
sharply with the effect on the memory of the 
conventional convulsive treatment. 

The effects of the focal treatment upon 
cardiac rhythm, pulse rate, blood pressure, 
and respiration are considerably less as a 
rule than those noted with the generalized 
convulsion. 


DISCUSSION 


From our results it appears that adminis- 
tration of focal seizures is of therapeutic 
benefit in certain cases, particularly the acute 
paranoid schizophrenics and some of the psy- 
chotic depressions. However, it is quite ob- 
vious that focal unilateral seizures are less 
effective than generalized seizures ; it may be 
that we are dealing with some type of “quan- 
titative therapeutic factor” that is effected by 
the convulsive treatment. The question is 
raised therefore as to whether the adminis- 
tration of focal seizures daily might not be 
much more effective in producing desirable 
results. We were unable to do this with our 
group of patients, but are studying a number 
of patients at the present time with daily or 
even twice daily treatment. 

Although more time is consume¢ in admin- 
istering tne focal treatment, as compared with 
the generalized seizure, it would seem that 
the risks are lessened with the administration 
of unilateral seizures, particularly in older or 
more debilitated patients. 

The focal seizure would also appear to be 
indicated in certain acute paranoid schizo- 
phrenics who require not only the avoidance 
of mental confusion, for their best progress, 
but the avoidance of undue anxiety caused by 
confronting them with a “shock treatment” 
without preparatory anesthetization. Many 
paranoids, in their acute phase, when sub- 
jected to grand mal seizures, will react with 
violent hostility to the treatment and to the 
cumulative mental confusion ; sometimes the 
projection mechanisms will be increased by 
grand mal seizures. These undesirable reac- 
tions apparently can be avoided with the use 
of pentothal for the focal treatment. It should 
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be stressed that patience is required in admin- 
istering a long series of these treatments ; the 
results are not as sudden or as dramatic as 
usually obtained with the use of grand mal 
convulsions. 

Focal treatments may be used to start a 
course of treatment which could be com- 
pleted by 1 to 3 grand mal seizures ; the ad- 
ministration of the focal treatment apparently 
“creates an atmosphere” that will cause the 
patient to respond therapeutically to fewer 
of the grand mal seizures. In this connection 
we sometimes treat individuals whose liveli- 
hood depends upon a relatively intact mem- 


ory. If such a patient can receive a course of 
perhaps 8 to 12 focal treatments, it may only 
require I or 2 grand mal seizures to pro- 
duce the desired results. We, therefore, can 
have complete therapeutic benefit with mini- 
mal memory disturbance. 
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SUCCESSFUL RESTORATION OF SCHIZOPHRENICS FOLLOWING 
LONG-TERM INTENSIVE PSYCHOTHERAPY * 
DONALD M. HAMILTON, M.D.,? Wurre Puains, N. Y. 


During 1952, 3 men suffering from schizo- 
phrenia and under treatment at The New 
York Hospital-Westchester Division for 
over 4 years were restored to a productive 
life in the community. One had been hos- 
pitalized for over 8 years. Analysis of the 
life histories of these men up to the time 
of leaving the hospital emphasized the subtle 
elements involved in the therapy of the 
schizophrenic, particularly those who are 
most deeply and seriously involved. This 
study stimulated interest in 10 other dis- 
charged patients who had responded suc- 
cessfully to treatment only after 4 years of 
hospitalization. 

All of these patients were severely compro- 
mised by both heredity and environment. All 
had several siblings, parents or immediate 
collaterals who also suffered from serious 
psychiatric disorders; one having 10 mem- 
bers of his immediate family and collaterals 
who had been hospitalized or under other 
treatment for psychoses. 

The analysis of the detailed life histories 
accumulated over years of intensive relation- 
ship with patients, relatives, and friends, has 
brought in clear focus many aspects of the 
developmental pathology of mental illness in 
general and thus leads us to measures di- 
rected toward correcting this pathology. 

The early and severe emotional deprivation 
of this group of patients is outstanding. 

When she was 4, Mary’s father became psychotic 
and the parents were divorced when she was 12. 
The mother’s interest in the patient was limited to 
the praise she received when displaying her pretty 
precocious only offspring. When Mary reached the 
*teens and took the limelight her mother became 
openly rejecting and competitive. When 16 Mary 
was told by her family physician she should never 
marry as she had a “hereditary taint.” Shortly after 
the daughter’s marriage, her mother killed herself 
on Mary’s birthday. Her relatives, as well as Mary, 


did not believe that the coincidence was accidental. 
There is good evidence to believe that Mary con- 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 From The Clinical Service, New York Hospital 
—Westchester Division. 


ceived her only child within 24 hours after the 
mother’s suicide. Her illness began in late preg- 
nancy and became acute in the post-partum period 
when she attempted suicide. For the first 3 years 
of hospitalization she was suspicious, excited, and 
had the delusion she was carrying “an Immaculate 
Conception.” 

Charlotte’s father was too busy to do more than 
shower her with expensive gifts. Her mother was 
actively homosexual and rejected the patient except 
for sleeping with her when the father was away on 
his frequent business trips. She was “a queer child” 
at 7 and her psychosis was ushered in at 12 when she 
invited her 14-year-old brother to have sex relations 
with her; a fact he promptly announced before both 
parents at the next meal. At the time of the pa- 
tient’s admission the brother had been under psy- 
choanalysis for 5 years. Six years of psychoanalysis, 
including 2 years in a hospital, preceded the 
patient’s admission to The New York Hospital- 
Westchester Division. Through this period she 
acted out phantasied love affairs with various men 
famous in the entertainment field and tyrannized 
her whole family with her symptoms which were 
attempts to deny her homosexual strivings. 

Bob was born in India and was brought up by 
native nurses while both parents were active in mis- 
sionary work. When the parents were home, the 
atmosphere was one of strictness and prohibition; 
corporal punishment was frequent. Comfort and 
warmth he obtained only from his native nurses. 
When the patient was 13 the family came to the 
United States and even this warmth was taken from 
him. Coincident with this move, the father became 
invalided with paralysis agitans. His 2 brothers be- 
came as schizoid as did the patient in adolescence; 
one required hospitalization for a severe paranoid 
psychosis. The other brother, a well-known musi- 
cian, must live a most restricted life. After marriage, 
and the birth of a second son, Bob became psychotic. 

Sam’s father loved his young son more deeply 
than he realized and rejected him abruptly when 
Sam went into adolescence, which was coincident 
with his mother’s death. Sam became bitter and 
confused and sought a warm relationship with a 
professor who killed himself shortly thereafter. This 
led to an excited, paranoid illness in his late ’teens. 
The father had been under psychiatric treatment on 
several occasions. Ten members of the family had 
been under treatment for psychoses. 

Jean was born with the cord tightly wrapped 
around her neck and resuscitation was difficult. She 
suffered repeated convulsions in her first 3 months 
and it soon became apparent she was spastic. Her 
mother, from a family where the women were domi- 
nant, took over the patient’s care with great vigor. 
Jean was toilet-trained in record time and the 
mother as vigorously determined all other aspects 
of Jean’s life, encouraging her in ambitions beyond 
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her capacities. The father hid his disappointment in 
his first born child by ignoring her and focusing 
this attention on the second daughter. At adoles- 
cence Jean became a daydreamer, but continued her 
plans to enter medical school. Shortly following 
college graduation she began to hear the voice of 
the bus driver who had befriended her in adoles- 
cence and rapidly became so excited and delusional 
hospitalization was necessary. 

Hank’s father was an aggressive, highly competi- 
tive, overbearing, and successful self-made man who 
demanded that his son pattern after him. However, 
he gave his son little support and positive encourage- 
ment and was actively critical and jealous whenever 
Hank succeeded where he had not. He tried to dic- 
tate each step of the patient’s life. The mother was 
quiet and gentle, yet markedly overprotective and 
solicitous of her children. Hank was fearful from 
infancy, always avoided contact sports and was 
overconcerned about his body. In college, at exami- 
nation time, he became depressed, hypochondriacal 
and had ideas of unreality. At 30, while in the army, 
he became panicked and paranoid over fear of re- 
taliation from a superior officer he had once of- 
fended. In his acute illness he alternated between 
attempts at self-injury and homicide. 


All these patients were apparently consti- 
tutionally limited in their capacities for close 
emotional relations with others. Besides this 
they were deprived of the experience of a 
warm and healthy relationship with parents 
with whom they might reinforce their capaci- 
ties through identification. As Bob said, “I 
have always been in ignorance of human re- 
lationships.” They displayed almost no evi- 
dence of identification with any group, were 
lonely individualistic and independent ; lacked 
feelings of belonging and therefore a sense 
of loyalty. Yet all these patients were intelli- 
gent, well educated and had unusual cultural 
advantages. 

In spite of the independence of their atti- 
tudes, these patients wanted to be liked and 
craved affection. All at some time during 
their treatment expressed their concern over 
their relative inability to be close to others, 
to know what they were feeling, and to know 
how to gain the respect and love of others. 

Because of what, to them, were severely 
traumatic experiences of being rejected in 
childhood, they universally avoided close re- 
lations with others after adolescence. They 
often adopted patterns of behavior that ac- 
tively antagonized others, if not assuming a 
neutral, coldly correct manner. 

During the years of treatment these pa- 
tients were guided and supervised while 
being helped through certain phases of de- 


velopment. A large staff in many different 
departments and under the leadership of the 
medical staff took a conscious and active part 
in the restoration of these patients. All those 
staff members who had a treatment relation- 
ship with the patient were aware of his his- 
torical background and the general and spe- 
cific aim of treatment through daily staff 
conferences with the heads of each treatment 
service: the nursing service, physical educa- 
tion, occupational therapy, and physiother- 
apy, together with weekly conferences with 
the music department and librarian. The 
charge nurses on each hall also met with a 
physician weekly to discuss details of treat- 
ment. This ensured a highly integrated ap- 
proach to patients’ problems. 

On admission the patients’ reactions, as 
could be expected, were determined by atti- 
tudes and feelings related to experiences with 
parents, parent figures and siblings in the 
distant past, usually in their infancy and 
childhood. 


Mary had been provocatively seductive in her 
reactions to men, yet unconscious of this and sur- 
prised at their responses to her provocations. She 
had avoided and feared any responsibility in her 
relations with men. She continued this pattern with 
her physician. She wanted her father as he seemed 
to her when she was 4 at which time he left her so 
abruptly because of a mental illness. She was 
deeply suspicious, jealous, and hostile towards 
women, as well as highly competitive, in keeping 
with her experiences with her mother. 

Charlotte had had gifts, but little else from her 
father, and physical sensations but no real love 
from her mother. Charlotte wanted her allotted 
time with her physician—usually 50 minutes filled 
with a bitterly hostile dissection of her physician. 
With women she became too friendly and dependent, 
then suspicious and rejecting as she accused them 
of homosexuality. 

Bob was superior and cold with everyone, taking 
what he could without any feeling as to the rights 
of others, as “experiencing emotions is to be 
avoided. Experiencing emotions puts you in the 
power of others capable of producing emotions.” 

Sam had to fight men to protect himself from 
his too strong needs for their warmth and affection 
or else he distantly avoided contacts as when he 
went through periods of refusing any. individual 
psychotherapy. 

Hank, with a similarly dominating father, adopted 
a similar reaction until the following experience. 
Hank struck the biggest patient on the hall whom 
he accused of calling him homosexual. This other 
patient, a massive man, picked Hank up and gently 
laid him on the floor and tenderly planted a kiss on 
his forehead. Hank boasted of striking the biggest 
man in the hospital and felt he had proved his man- 
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hood and yet added, “Some people get a homosexual 
thrill when being attacked.” This episode gradually 
led directly into discussions of his own problems. 
Hank recovered 3 years later, after 6 years of 
illness. 


The typical role assigned to the physician 
by the patient in the light of the reactions of 
this group was that of a parent. However, 
the “role of parent is not necessarily the par- 
ent as the physician comes to know him, nor 
as others knew him in the past, nor as the 
parent actually was, but the parent as the pa- 
tient thought and felt him to be in the past. 
This perception of the parent colors the na- 
tient’s life subsequently in health and illness, 
dramatically so in illness” (1). 

In deeply involved schizophrenics the role 
assigned the physician varies at times “from 
one parent to the other, from parent to sib- 
lings to others and frequently any of those 
in a dizzy succession” (1). 

These patients on admission were like in- 
fants in their relation to life. Great tolerance 
and understanding was available to them. 
They were offered encouragement, comfort, 
and protection, both from themselves and 
others. The staff were providers of these 
emotional needs as well as their physical 
needs, down to the smallest details. 

Attitudes of tolerance and understanding 
on the part of the staff were mixed with a 
positive realization of what were necessary 
rules and regulations as far as limitations of 
behavior are concerned. There was a positive 
insistence on basic principles necessary if 
people are to live in close cooperation with 
one another. If possible an attempt was 
made to avoid making issues, but the staff 
never hesitated to make an issue if the situa- 
tion demanded such a response. 

Clara who had tyrannized her family by her un- 
conventional behavior in protest to her rejection as 
an ugly duckling in a family of beautiful daughters, 
was tyrannizing the hall where she resided by the 
threatening behavior of her paranoid illness of 10 
years’ standing. She refused to take part in any 
therapeutic activity prescribed for her, remaining 
in her room where she barricaded the door with her 
imposing body. She was carried downstairs and 
outdoors on one occasion and on the next day car- 
ried to the beauty parlor and given a shampoo, 
wave, and manicure. In spite of her long-standing 
aggressive paranoid behavior, she accepted the 
staff’s firm stand as it was formulated to her—that 
we were interested enough in her mental health and 


cared for her enough as a human being to see that 
she did what was best for her. She responded by 


saying, “It’s time to give up this other business. I 
ought to be nicer to people and to forget the past.” 
From this point began a healthy, therapeutic rela- 
tionship which led to her recovery after 13 years of 
illness. She has remained well for 16 years and is 
an active and productive member of her community. 

Sam and Hank, when working up to combative 
behavior, were met by a large force of male nurses, 
one of whom carefully formulated to the patient the 
advantages of a prolonged bath where he could take 
out his aggressive drives in the water while he and 
others were protected from the behavior based on 
his infantile needs to feel he was the master. Yet 
an attitude of respect for the integrity and healthy 
individuality of the patient was at all times apparent 
in the reactions of the staff members. 


To be a productive part of group living is 
a goal although a most difficult one to achieve 
for the schizophrenic patient. Efficient group 
participation was not expected of these pa- 
tients in the early part of treatment. For 
the first few days, except for necessary psy- 
chiatric, psychological, and physical examina- 
tions, these patients were generally permitted 
to make their own adjustment with a mini- 
mum of pressure from the staff. This gave 
the staff an opportunity to find out what the 
patient’s capacities were. In the meanwhile 
from the patient and from relatives and 
friends a detailed life history afforded facts 
as to his preferred methods of handling 
situations. 

Opportunities were afforded these patients 
for individual occupations, such as reading, 
painting, clay work at occupational therapy 
in a setting apart from others. At the gym- 
nasium lifting weights, using the rowing ma- 
chine or punching bag, bowling or similar 
individual pursuits were available to this 
group, who avoided and feared competition 
with others. These patients were typically 
ungraceful, poorly coordinated, and unskilled 
with their hands and most self-conscious of 
this difference from the majority of other 
patients. Men sometimes did not know how 
to throw a ball; women had to learn to knit 
or sew or do the simplest household chores. 
Individual instruction in a setting apart from 
others was useful in establishing fundamen- 
tal skills which lead to satisfying hobbies and 
more sure coordination and grace. 

Great respect was shown for the sensitivity 
and individuality of these patients. They 
were encouraged to make suggestions about 
their program and given opportunity to try 
these suggestions out, even though it was ob- 
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vious at times that their plans were poorly 
thought out and unrealistic. Patients seemed 
to learn best from their own mistakes and 
successes resulting from their own plans. 
Whatever was accomplished was a starting- 
off place for further advances. 

After 2 years of hospitalization Joe, who had been 
an architect, was asked if he would be willing to 
make suggestions for the remodeling of the occu- 
pational therapy building. His plans were a flight 
of fancy which would have required the tearing 
down and reconstruction of the building. This, how- 
ever, led eventually to work in architecture with the 
firm where he had originally been employed, later 
to an exhibition of cardboard houses and theatres 
of his own design, and later to painting, which fitted 
his nature better than did architecture. Upon leav- 
ing the hospital after 5 years he had won prizes 
for oil painting and was a paid member of the staff 
of an art school. 

Schizophrenia has been classed as a non- 
transference neurosis. We are used to hear- 
ing such statements as withdrawn, shut-in, 
blunted affect, lack of feeling for others in 
reference to schizophrenic patients. How- 
ever, this group of patients reacted, and re- 
acted strongly, to their physicians. An af- 
fective relationship with another human be- 
ing was a very real threat to these patients. 
They made such statements as the following, 
“If I love you, can can hurt me” ; “Experi- 
encing emotions puts you in the power of 
others” ; “Emotions are to be avoided.” Be- 
coming attached to the physician brought up 
overwhelming conflicts over sex, dependence, 
and hostility in these schizophrenic patients. 
It was often, in fact usually, found advisable 
to have a series of physicians take part in 
the treatment of one patient. Thus Sam had 
4 physicians, as did Hank and Charlotte. 
Clara had 5, Jean had 9. Mary was able to 
continue with one physician throughout her 
hospitalization only because her husband and 
father-in-law could work closely with the 
physician and play substantial roles in treat- 
ment during the early phases of the illness. 
As these patients developed positive feelings 
with each new physician, certain progress was 
made only to come to an impasse when such 
problems as lack of progress, excitement, 
negativism, or hostility became apparent. On 
each occasion through some method of ex- 
pression, often quite symbolic and subtle, the 
patient indicated his preference for a new 
physician. With the change, the work of 
therapy then went on. The relationship with 


the last physician was uniformly the longest 
and most significant to the patient. With 
each new physician positive feelings towards 
the last one were expressed in some form 
when “it was now safe.” With the last physi- 
cian it was generally possible to discuss the 
nature of the ambivalent feelings toward 
former physicians that had interrupted treat- 
ment. As Joe said, “With Dr. A. it was 
human relationships, with Dr. B. sex and my 
marriage, with Dr. C. my profession, and 
with you, we just talked about art and got 
to know each other.” 

Much of what we have been describing 
above in the patient’s treatment is what we 
can call the period of living out transference 
reactions, patterns of behavior in the present 
determined by feelings experienced in the 
past with parents and siblings and not neces- 
sarily related to the facts of the relationship 
involved in the present. This was met in 
treatment by an attempt to cultivate an em- 
pathy with the patient by following him 
through his irrational changes of feelings 
and thinking. Even early in treatment it is 
possible at times to point out these changes 
to the patient in tactful terms though this is 
often best left for later phases of treatment. 
During this first treatment period patients 
were aware that the staff neither feared these 
changes nor were overawed by them. 

With the long and personal contacts with 
patients, members of the staff provided an 
example of mature adults responding ob- 
jectively to the various stresses of every day 
living. This was a strong, though subtle, 
therapeutic influence on all patients who gen- 
erally have lacked good models for healthy 
identification in their early life, and patients 
often commented favorably on this. 

As this identification process develops and 
gradually strengthens, reality testing becomes 
a prominent part of treatment. It is in this 
stage that rapid oscillations in the patient’s 
reactions were noted, periods of marked im- 
provement and periods of as marked regres- 
sion. Regression in these patients often 
played a constructive role. A period of with- 
drawal into symptoms often afforded a pe- 
riod of rest from external stresses when new 
approaches to life were digested and assimi- 
lated to become new insight. It was in this 
stage that more frequent changes of physi- 
cians were often noted. The patient tried 
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new approaches, some efficient, some not, and 
reacted to failures with symptoms as could 
be expected in schizophrenics with a so pre- 
cariously developed sense of self-esteem. 


Sam, whose father was repressively dominating 
and yet in infancy too seductively attentive, in staff 
conference admitted his deep respect and affection 
for a male nurse. When he was asked if there were 
any similarity between his deep dependence on the 
nurse and his feelings towards his father, he burst 
out crying. That evening he shouted at his physi- 
cian, “I won’t have any more of your God-damned 
psychotherapy.” Yet gradually he became more a 
part of life about him. During his last 2 years of 
residence he recalled his guilt-ridden pleasure when 
his father bathed, dressed, and fondled him in in- 
fancy and childhood and his agony when his father 
refused to kiss him when he reached adolescence. 
Homosexual conflicts were ventilated. He could 
then accept new clothes which previously aroused 
such unwanted erotic and dependent feelings that 
for 3 years he had not accepted a new suit. During 
this 3-year period Sam had 3 different physicians, 
but for his last year made consistent progress with 
one. 


The third period, usually carried through 
under the guidance of a single physician, can 
be considered the period of synthesis in 
which a stronger and more realistic ego was 
achieved. This period lasted 1-3 years and 
was generally over 1 year. It is obvious that 
these periods are not discrete and separate, all 
phases go on throughout the period of treat- 
ment but certain problems and advances in 
treatment are predominantly in one or the 
other period. 


Mary tried to seduce her physician and later acted 
out homosexual behavior, but all in a most narcis- 
sistic setting. She was encouraged in her painting 
and poetry for which she had talent. While this 
went on she filled her needs for a good mother by 
occasionally cuddling up in the lap of a matronly 
nurse. She became reassured by the sincere and 
mature interest in her shown by her husband, her 
father-in-law, and her physician. New and more 
healthy identifications were made during this period 
and she was able to accept transfer to halls for more 
advanced patients where more was demanded of her. 
Close relations with other women gradually de- 
veloped although the narcissistic as well as homo- 
sexual nature of these attachments were still ap- 
parent to trained observers. Gradual visits away 
from the hospital with her husband resulted in 
healthy heterosexual experiences which were satis- 
fying to both for the first time. She for the first 
time began to give something of herself to her hus- 
band. When this relationship was well established 
after many months, she saw her daughter, now 4 
years old. She looked foreward to this experience 
with this ominous comment, “Oh, good, I’ll have a 
new audience.” The child was brought to the hos- 


pital in the care of a nurse who was able to under- 
stand the situation and gradually relinquish her role 
as mother figure to the child as the patient’s tenta- 
tive attempts at motherhood became more mature. 
A new home gave the patient an opportunity to put 
into practice her real talents in decoration and 
helped establish a healthy sense of self-esteem. This 
patient has now been home 4 years. She is a good 
mother and wife, an excellent hostess, and an active 
member of community organizations. 


During the period of convalescence or syn- 
thesis, patients were given opportunities to 
experience increasingly complicated social 
situations such as group sports, card parties, 
dances and discussion groups. They had been 
prepared for this over many previous months 
and sometimes years by graduated experi- 
ences of an increasingly complex nature. 

Joe needed to learn to throw a ball and handle a 
bat hidden from the group of other patients by a 
grove of trees because of his sensitivity. He became 
an efficient though somewhat awkward ball player 
but had the thrill of making the hit, driving in the 
winning run in the last game of “The Little World’s 
Series” between competing teams of patients. 


Many patients needed individual instruction 
in dancing, card playing, and the ordinary 
social amenities. A carefully planned course 
of reading under the guidance of the physi- 
cian and a librarian was beneficial to some of 
these patients. Several proved able to give 
book reviews and lead the discussions after- 
wards before patient groups with notable 
adeptness. Although reserved and self-con- 
scious in smaller, more intimate social groups, 
these patients, all suffering from paranoid ill- 
nesses, responded with surprising poise and 
tact when given an opportunity to lead a 
group discussion. They often gained insight 
into their own problems by reading novels 
about individuals with similar problems and 
were able to discuss their own problems by 
referring to the characters in the book. Some 
patients with artistic talents were able to ex- 
press their strivings and conflicts in painting 
and sculpturing and thus communicate with 
the physician through their art when direct 
discussion of their problems was difficult or 
impossible because of sensitivity. 

A healthy way of living, well balanced as 
to work, play, eating, and sleeping was 
learned in the hospital by these patients and 
carried over into their life outside the hos- 
pital. Such balanced living aided them in 
gaining emotional satisfactions in living as 
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well as helping them keep in good physical 
health. These 2 factors increased their toler- 
ance to unusual physical and emotional stress. 

Ten of the 13 patients in the group com- 
miuted to work from the hospital for some 
weeks or months before leaving. Four re- 
turned to former occupations; 3 who had 
never before been employed, obtained posi- 
tions at which they worked daily during the 
latter part of their hospitalization. Three 
other patients started working in fields for- 
eign to their former interests but more in 
keeping with their talents and emotional 
make-up. The importance of working while 
still under the supervision of the hospital 
was well brought out by our experience with 
this group. Discussions about problems con- 
nected with work aided patients in their ad- 
justment. Gradually they were encouraged 
to make contacts with other individuals and 
groups outside the hospital so that the end- 
ing of their relationship with the staff and 
other patients was not too abrupt for these 
sensitive people to manage. 

Sam visited his aunt on many occasions; joined 
her church while on visits and became active in a 
Young People’s group. After he started to work as 
a hospital orderly, he joined a political club and be- 
gan to attend social functions in the evenings with 


groups outside while still residing in the hospital. 
At this point he started living weekends in a 


Y.M.C.A. and shortly thereafter left the hospital. 
While previously he was unable to be comfortable 
wearing new clothes, after joining a little theatre 
group he found great satisfaction taking part in 
plays requiring several changes of costume. His 
period of adjustment to the outside world lasted a 
year. 

Charlotte who had been under psychoanalysis for 
6 years before hospitalization found new satisfac- 
tions in a position as a private secretary. She ex- 
pressed herself as follows, “What a fool I was not 
to work before. I don’t worry about little physical 
things that happen to me and I’m not as sensitive. 
If my feelings get hurt, I can forget all about them 
when I work.” 


It was evident from the study of these 
deeply involved patients that it is in the field 
of the treatment of schizophrenics that our 
greatest therapeutic challenge lies. “In all 
these delicate and complicated inter-relation- 
ships we must move with exquisite preci- 
sion, serene, calm, free of bias despite our 
own immediate and personal problems and 
worries’ (1). 
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After a quarter century of relative experi- 
mental quiet, interest in and research on the 
problem of set, expectancy, and attention re- 
turned recently with renewed vigor. The 
problem appears to have achieved its full re- 
stored status with Hebb(1) who points out 
that these are terms referring to the prime 
problem of selectivity and can no longer be 
considered, as was frequently the case in the 
past, as experimental errors to be guarded 
against. Understanding the nature of these 
selective factors would seem equally impor- 
tant to the theory of thinking and behavior in 
the normal individual and to understanding 
the alterations involved in bizarre and disor- 
ganized thinking seen in psychopathology. 

The literature makes repeated reference 
to alteration in attentional factors as being 
among the characteristics of schizophrenic 
illnesses. The terms attention and set are not 
always used but the inability to develop and 
maintain normal contact with events of the 
immediate environment is often referred to. 
One might say that, in these patients selec- 
tive processes, whatever their nature, favor 
internal activities and are less than normally 
dependent upon sensory facilitation. Yet 
these internal activities also show mild to se- 
rious alteration in selective function as evi- 
denced, for example, by unusual organization 
of associative activity. 

With clinical observation, however, nonde- 
teriorated schizophrenic patients frequently 
do not show this relative unreadiness io re- 
spond to surrounding events. Yet one could 
hypothesize that a sensitive test might show 
effects of this sort where such differences 
from the normal might otherwise be small 
enough to go unrecognized. But the first re- 
quirement would seem to be the experimental 
demonstration that schizophrenic patients 
differ in some consistent way from nonschizo- 
phrenic in set, expectancy, or attention. 

Previous attempts to differentiate various 
patient groups and normal ones using the 
more traditional reaction time measurements 
as a measure of immediate attention level 
have been relatively inconclusive and even in- 

1 Study from The New York Hospital and the 
Department of Psychiatry, Cornell University 


Medical College, New York, and Hunter College of 
the City of New York. 


SCHIZOPHRENIC REACTION TIME RESPONSES TO VARIABLE 
PREPARATORY INTERVALS 
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dicated in the work of Wells and Kelly(6) 
that dementia precox patients showed the 
least lengthening of reaction time as com- 
pared with normals. Rodnick and Shakow 
(4), following some earlier work by one of 
them(3), published an index in 1940 based 
upon differential reaction time responses 
made to stimuli presented with regular and 
variable warning intervals. They reported a 
virtually complete separation of patient and 
control groups with one of the important 
variables involving the failure of the patients 
to maintain a readiness to respond when the 
warning intervals remained the same for suc- 
cessive trials at warning intervals beyond 4 
seconds. 

We had set up a reaction time apparatus 
which was to be used for the purpose of de- 
termining the ease with which uninstructed 
sets could be developed in certain clinical 
groups and in normals. The variables would 
be the different arrangements of time inter- 
vals which could be varied at will or main- 
tained with reasonable precision. It was felt 
that, since it appeared possible to easily dupli- 
cate the essentials of the Rodnick and Sha- 
kow data, such an important finding should 
have additional verification. 

Their chart, summarizing the data for the 
regular and variable warning procedure, 
shows that the patients’ curves met and 
crossed over between the 4-second and 7.5- 
second’ intervals so that the patients re- 
sponded faster at the 2- and 4-second regular 
warning intervals and then became slower 
than with the irregular warning from the 
7.5-second interval beyond. The controls 
were uniformly faster with the regular pro- 
cedure until beyond the 15-second warning 
interval, the curves remaining uncrossed up 
to that point (see Fig. 1). 

Presumably we should be able to get an 
adequate test of this finding by using just 2 
preparatory intervals mainly at 2 seconds and 
at 10 seconds. These would bracket the warn- 
ing intervals which appear to be differentially 
important by the above experiment. We 
should obtain curves like those at the right 
of Fig. 1. The curves should cross only in the 
case of schizophrenic patients if the Rodnick 
and Shakow data represent a characteristic 
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difference in readiness between schizophren- 
ics and normals. 


PROCEDURE 


Several innovations were built into the re- 
action time apparatus used in this experi- 
ment. The subject was required to keep a 
colored light off during the intervals between 


ing to the stimulus light, started the first 
timer which was set for 10 seconds through- 
out the experiment. At the end of this period, 
timer No. 1 started timer No. 2 which rang a 
buzzer for .3 second and started timer No. 3 
at the end of its timing cycle. Timer No. 3 
was set for the desired delay period after 
which it initiated the light stimulus. It could 


SCHIZOPHRENICS 
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Fic. 1.—The chart on the left, after Rodnick and Shakow(4), shows mean reaction times for dif- 
ferent procedures. The curves on the right are the results predicted from the data on the left if only 


2 preparatory intervals of 2 and 10 seconds are used. 


stimuli by holding a dial knob to the left. 
Upon presentation of the stimulus, the knob 
had to be rapidly turned clockwise about 90° 
to turn off the stimulus light. This made for 
uniformity in the amount of movement, and 
anticipation could be readily detected if the 
left hand contact was not being maintained. 

The stimulus presentation for regular in- 
tervals was controlled automatically by 3 
Microflex * timers. The subject, in respond- 


2 The Eagle Signal Corporation, Moline, Ill. 


be reset to another interval while timer No. 1 
was operating. The sequence was then 10 
seconds from the subject’s response to the 
warning, a warning of .3 second followed by 
the desired delay to the presentation of the 
stimulus. 

The operation of timers and the subjects’ 
responses were recorded on tape using an 
Esterline-Angus Operation Recorder * with 


3 The Esterline-Angus Company, Inc., Indianapo- 
lis, Ind. 
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an external rapid-feed apparatus and trip coil 
which speeded the chart 60 times during re- 
action time recording. Measurements were 
made from the chart to the nearest .oI 
second, 

In the regular procedure, 20 trials were 
given with the 2-second warning interval. 
Half the patients and controls had the 2- 
second interval first while the other half had 
the 10-second interval at the start. The vari- 
able warning procedure randomized the 2- 
and 10-second intervals according to a chance 
table for a total of 40 trials. 

The subjects were 11 patients classed as 
schizophrenic at the time of experiment. The 
10 controls included a physician, students, 


even with disorganization resulting from the 
illness, could function at levels above aver- 
age. They should respond more rapidly than 
patients with inferior intellectual ability. It 
may be reasonable to assume that previous 
studies have compared controls who were 
more intelligent with slowed deteriorated pa- 
tients who may never have had equivalent 
mental ability. It is suggested, therefore, 
that the failure to find differences between 
controls and patients is due to the stage of 
the illness and the high level of intellectual 
ability among these patients. 

Referring again to the means of reaction 
time for both groups and the 2 preparatory 
intervals within each experimental condition, 


TABLE 1 


MEANS oF REACTION TIMES AND INDIVIDUAL VARIABILITY OF CONTROL AND PATIENT GROUPS FOR THE 
2 ConbDITIONS OF UNIFORM AND VARIABLE PREPARATORY INTERVALS 


All figures are in hundredths of seconds 


Uniform 


Variable 


To seconds 


Reaction time M 
Controls 
Patients 

Individual variability 


Controls 5.6 
Patients 9.0 
3.4* 


Difference 
* Significant at the 5% level. 


laboratory technicians, and secretaries. No 
attempt was made to equate the 2 groups 
since it probably could not have been done 
under any circumstances. The patient group, 
however, was above average in mental ability 
and would best be matched by controls on the 
upper side of the distribution of intelligence. 


RESULTS AND DISCUSSION 


The experimental data are summarized in 
Table 1. In view of previous studies(2) 
showing lengthened reaction times in schizo- 
phrenic patients, it was not a little surprising 
to find the means for the patient group almost 
exactly equal to the means for the control 
group. While the patients varied somewhat 
more than the controls, only one patient was 
outside the range of the mean reaction times 
of the control subjects. One need not search 
far for a reasonable explanation. It has 
been shown again and again that speed of 
response is related to general intellectual 
functioning. We have studied patients who, 


41.0 
39.5 


2 seconds 
M 
6.6 38.0 4.6 
9.1 38.5 8.3 


1.9 5.0 0.9 4-7 
45 10.5 7:4 9.7 
5.5 * 5.0 * 


it is obvious that the effect of the variables 
on these means is highly similar for both the 
patients and the controls. The increase in re- 
action time with the longer preparatory in- 
terval is virtually the same for both groups 
where the warning procedure is uniform. 
With variable intervals between the warning 
and stimulus light the longer interval yields a 
slightly faster time. None of these within 
group differences reach statistical signifi- 
cance. When these data are plotted (see 
Fig. 2), it is seen that both pairs of curves 
cross. In effect, the data both for our con- 
trols and schizophrenic patients are like the 
data for Rodnick and Shakow’s schizophren- 
ics (see Fig. 1). Our controls (who were 
and still are “‘normal”) did not perform like 
the normals of their study. 

It would appear, as in their interpretation 
for the schizophrenic performance, that the 
uniform preparatory interval leads to a re- 
laxation of set at the longer interval making 
for a slightly slower rate of arousal. But in 
our data this occurs equally with patients and 
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controls. Attention is apparently maintained 
for both the shorter and longer intervals in 
the variable procedure, a result that was ob- 
tained only with the schizophrenic group of 
the study referred to above. Our data are, 
a priori, more reasonable on this point. One 
may seriously question the appreciable im- 
provement for the longer ready intervals in 
the irregular procedure of the Rodnick and 
Shakow experiment since patients of the 
kind reported would not be expected to 
achieve and maintain sets with increasing 
relative efficiency, surpassing normals in this 
respect. As a group their patients showed 
just such a relative gain when compared to 
the normals. 


500 
CONTROLS SCHIZOPHRENICS 

8 
9400 
8 

300 


0 2 10 0 2 10 
PREPARATORY INTERVAL IN SECONDS 


Fic. 2—The obtained data for the 2- and 10- 
second warning intervals with the regular procedure 
(solid lines) and variable procedure (dotted lines). 


Otherwise, the results in this study are in 
general agreement with previously published 
data showing an increase in individual varia- 
bility in patients over expected control values. 
It will be noted that 3 of the 4 comparisons 
between controls and patients are significant 
at the 5% level. In effect the patients show 
greater oscillations in efficiency in the sense 
that Spearman used the term(5). The vari- 
ability would be one measure of the ampli- 
tude of the oscillations in the speed of re- 
action and presumably in the readiness to 
respond. 

So, while the patients and controls are alike 
in their mean speed of response and in the 
average effects on them varying the nature 
of the preparatory interval, the patients tend 
to show a significantly greater fluctuation 
within a series of reactions. When the reac- 
tion times are plotted, the oscillatory char- 
acter of the individual reaction time series 
appears, indicating that the variability has a 
cyclic character. The difference between the 
controls and patients seems to be essentially 
in the amplitude rather than in the perio- 
dicity. A change in the experimental pro- 


cedure has yielded much clearer patterns of 
oscillation in a few subjects and further in- 
tensive study of the phenomenon is projected. 

The above evidence indicates that it is not 
at all certain that persons with schizophrenic 
characteristics differ from normals in either 
speed of reaction or in singularity of readi- 
ness characteristics as previously reported. 
Attentional factors are not thereby ruled out, 
since alterations in experimental conditions 
might well yield a distinctive measure. The 
consistency with which increased variability 
has been reported in schizophrenics indicates 
that sharpened technique might yield data of 
some discriminatory value. The importance 
of this difference in variability is heightened 
since Spearman indicated oscillation to be one 
of the single, universal factors of cognitive 
function. 


SUMMARY 


1. No difference was observed in speed of 
reaction when a group of patients with schizo- 
phrenic illnesses was compared to a control 
group. 

2. Previously reported differential respon- 
siveness of patients and controls to variation 
in length of preparatory interval and regu- 
larity of stimulus presentation was not ob- 
served. The usefulness of such a technique 
for differentiating schizophrenics from nor- 
mals is questioned. 

3. Variability of speed of reaction tends to 
be significantly greater in the patient group. 
This result is consistent with previous find- 
ings. It is suggested that this represents an 
increase in the amplitude of fluctuations in 
readiness which are oscillatory in character. 
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In the area of sexual behavior, for many 
years a major interest has been the applica- 
tion of learning concepts to the problems of 
hetero- and homosexuality. Dr. Magnus 
Hirschfeld once wrote. “The scientific analy- 
sis of erotic attractions should concern itself 
. . . with the following four problems: (1) 
by what sex, (2) by what type of person, 
(3) by what individual, (4) by what quali- 
ties is the attraction exerted” (11, p. 124). 
Since homosexuality, for example, presents 
the problem of sexual inclination in one of its 
broadest possible forms, the task of resolving 
it in terms of developmental processes pre- 
sents a highly complex task. 

The peculiar specializations of sexual in- 
terest seen in erotic fetishisms offer a chal- 
lenge to learning theory more sharply defined 
than others. Here the “particularity” of sex- 
ual responsiveness is at its height, since it 
may be limited, in some cases at least to quite 
restricted items of sexual stimulation, or to 
certain experiences that are conspicuous in 
having sexual value for extremely few peo- 
ple. For this reason, perhaps, the fetishisms 
offer an opportunity for evaluation of the 
usefulness of learning principles at a point 
where the essentials of the problem may be 
seen in relatively limited context, and there- 
fore in relatively simple form. The writer is 
not prepared for any comprehensive attempt 
of this sort, but suggests here a few of the 
directions such an attempt may take and 
some of the data and problems it will 
encounter. 


AN ILLUSTRATIVE CASE 


Some of these problems are well illustrated in a 
case recently studied intensively(9). The subject 
was a 35-year-old single white male of above- 
average intelligence who fully realized his abnor- 
mality, and fortunately was highly articulate in 
describing it. His sexual interest centered around 
women’s shoes, ankles, and legs; he had little in- 
terest in the leg above knee. The interest in feminine 
shoes was traceable, by clear recall, to the fourth 
year. He remembered playing with shoes stored in 
closets, having fantasies of shoes, and was especially 


1 Chief psychologist, Hawthornden State Hospi- 
tal, Macedonia, Ohio. 
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fascinated by those of slipper style with high heels. 
Shoe fantasies accompanied masturbation, which be- 
gan at age 9. He testifies, however, that his earliest 
interest in shoes, while strong and specialized as to 
models, was free of sexual meaning. Later there 
were dreams in which shoes figured prominently, 
accompanied by genital excitement. Following a 
period of abeyance of fetish interest during late 
adolescence the urge reawakened in his mid-twenties 
and became very strong. His method was to fre- 
quent public places and search for a woman whose 
shoes and legs met the requirements of his tastes 
(high-heeled pumps, gracefully formed ankles and 
legs) ; he then achieved excitement to the point of 
orgasm simply by concentrating his attention. He 
describes the erotic effect of such concentration as 
not confined to the genitals alone, but generally dif- 
fused and accompanied by sensations of warmth. 

A notable feature of fetish sensibility in this in- 
stance was its dependence upon movement. Some 
degree of “gyration” of the foot was necessary to 
progressive erotic excitement; for example, the 
rhythmic restless pendular swinging of a crossed leg 
by a girl in a seated position. The motionless mem- 
ber, though erotically interesting, produced no cu- 
mulative effect or “build up.” The subject stressed, 
however, the great importance of his sexual vitality 
at any given time, and states that at peak intensity 
of the urge his excitability was such that even a 
window display of shoes modelled on a mannequin 
was sufficient to arouse orgasm. (Once sufficiently 
excited, other stimuli might acquire stimulus value ; 
thus on one occasion he reached climax on watching 
the movements of a woman’s hand. To this he was 
ordinarily indifferent though he might at times be 
aroused if the hand were long, well shaped, with 
slender fingers.) His requirements being rather 
highly specialized, pursuit of the fetish was often 
an excessively taxing ordeal. He often spent many 
hours before making a “sighting” that met his cri- 
teria, and he then was in constant anxiety lest his 
peculiar behavior—fixed scrutiny and expressions of 
emotion—attract attention in a public place. 

The excessive strength of the deviant urge so 
often noted in the literature of fetishism is here im- 
pressively illustrated. At a time when he was unable 
to find employment the subject abandoned himself 
entirely to the urge, its power rendering him admit- 
tedly helpless. He recognized his sickness and 
termed it a “disease.” Entire days were spent fre- 
quenting public places, from bus stations to churches, 
“any place where a woman wearing my fetish needs 
might be found seated long enough to make an 
ejaculation possible.” Under protracted tension he 
suffered from intense headaches. So overmastering 
at times was the passion that despite a rather timid 
disposition he had once, in pursuit of the fetish under 
difficult conditions, reached orgasm while running 
at top speed, in a public place, with full realization 
that he faced imminent danger of arrest. At other 
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times with sharpened sensitivity, his excitement rose 
to climax at the sound of the heel-taps of an unseen 
female. 

Some unusual observations resulted from the sub- 
ject’s seemingly normal capacity for conventional 
love attachments, enabling him to compare amorous 
attraction with the fetish experience. The latter, he 
testifies, is more than a genital-sexual episode. It 
includes emotion of a different quality, which he 
states is closely similar to that of being “in love.” 
While this nongenital effect of the fetish tends to 
envelop the personality as a whole, its focus con- 
tinues to be the fetish members, and expresses itself 
in part, in a strong but nonsensual impulse toward 
caressing and kissing the shoes, ankles, and legs. 
This component of fetish behavior has been noted 
in other accounts. The subject felt certain that the 
basis of some of his normal love attachments was 
the “charm” of fetish traits that met his criteria. 

A striking discovery was that motion picture films 
of feminine feet and legs in movement gave him fully 
adequate satisfaction. With a few short reels of 
material of this kind, obtained by employing models 
for the purpose, he was able to dispense altogether 
with the living stimulus. 


ADEQUACY OF CURRENT THEORY 


The unusual adaptability of many fetish- 
isms to the conditioned reaction formula has 
long been recognized, and the interpretation 
of fetish influence as a product of a condi- 
tioning incident is widely current. The typical 
account runs, essentially, somewhat as fol- 
lows: the attention of a youth, at a moment 
of intense sexual excitation—perhaps his 
first—is caught by a certain detail of the total 
situation. This detail, e.g., shoes, an article 
of clothing, almost any distinctive personal 
characteristic of the partner or “seducing 
adult,” or even an item of the environment 
more or less extraneous to the sex experience 
proper, somehow registers vividly upon the 
subjects sensibilities. By this incidental or 
accidental contiguity the particular detail ac- 
quires the potency to evoke sexual excite- 
ment independently of the primary stimuli 
and is thereafter sought as a “fetish.” The 
account thus proceeds “in a simple associative 
manner,” as McDougall puts it. 

In some statements the idea of “displace- 
ment” of sexual interest to a peripheral or 
extraneous detail is introduced, such dis- 
placement being “always found to be the re- 
sult of early experiences and sometimes may 
be seen to be largely of the nature of a con- 
ditioned reflex” (8. p. 207). The descrip- 
tive value of the term “displacement” is 
especially clear in those instances of classical 


or “pure” fetishism in which the dissociation 
of the fetish from its bearer is complete, and 
in which the fetishist can say, for example: 
“For me the girl does not exist ; my sole in- 
terest is her beautiful hair.” Displacement, 
in this context, implies that sexual arousal 
was originally elicited by the primary agen- 
cies—the genital or other zones—from which 
it was diverted or withdrawn by way of the 
critical incident. 

The adequacy of this interpretation of the 
origin of the fetish may well be judged, we 
suggest, with the following considerations in 
view. 

1. The fetishist is frequently reported as 
indifferent to the primary sexual characteris- 
tics, and often as experiencing aversion to- 
ward them. No quantitative data are, to the 
writer’s knowledge, available on the incidence 
of this “negative” factor in the sexual sus- 
ceptibility of the fetishist, but references to 
it are common in the case material. Freud, 
for example, states that aversion to the fe- 
male genitals is “never lacking in any fetish- 
ist” (6, p. 200), while Krafft-Ebing observes, 
with respect to fetishisms involving parts of 
the body, that the fetishist is in reality a sex- 
ual defective, that the abnormality is not so 
much in what stimulates him as in the “limi- 
tation of sexual interest” (12, p. 209). 

While the positive aspect of the phenome- 
non-— the sexual value of the fetish object— 
may be assimilated, in principle, to the con- 
cept of conditioning, it remains to tell what 
has happened to responsiveness to the pri- 
mary agencies of “tumescence,” 7.¢., genitals, 
breasts, etc., if we assume that in the original, 
precipitating experience these stimuli were 
basic to the excited state of the organism. 
The setting for “stimulus substitution” may 
be adequate, but that for displacement is not 
clear. 

We can assume that in the original experi- 
ence the excited state was endogenous, and 
was contemporary with some sexually periph- 
eral or extraneous stimulus, which there- 
upon acquired fetish potency. Thus, in a 
case reported by Féré (5, p. 230) the subject, 
while masturbating, experienced an orgasm 
of marked intensity when his attention was 
caught by the sight of some horses straining 
up a hill; the spectacle thereby became an 
adequate stimulus to ejaculation. Such fa- 
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cility of conditioning raises a question as to 
why fetishisms should not be an exceedingly 
common phenomenon. Albert Moll pointed 
out, years ago, that the attention of a mas- 
turbating child may wander over many in- 
different items, “‘but this does not induce the 
association throughout life of sexual excite- 
ment with the sight of any of these articles” 
(13, p. 131). 

2. Whatever truth lies in the view that 
the incidence of fetishism is greater in men 
than in women must also be fitted to the 
learning concepts. Fenichel believes the dis- 
order to be “very rare” in women (4, p. 344) ; 
Stekel regards it as, despite exceptions, “gen- 
erally a male disease” (14, Vol. I, p. 363) ; 
Ellis noted the “great rarity of fully devel- 
oped fetishism in women,” though he thought 
slight degrees might occur (3, p. 62) ; Krafft- 
Ebing stated that pathological fetishism had 
been observed only in men (12, p. 213). 

3. The needs of the fetishist may be re- 
markably specific. Stekel has described in 
detail an apron fetishism dating from “very 
early life” which involved certain colors and 
patterns, and in which an apron might be re- 
jected because, despite a proper color, the 
pattern failed to meet criteria ; it was also re- 
quired that it be of washable fabric, and un- 
kempt (14, Vol. 1, p. 314). He cites from a 
secondary source a fetishist who was eroti- 
cally excited “only by the nails of women’s 
shoes.” In early youth the subject felt an 
“irresistible” fascination at sight of such 
nails ; they cause him to become “‘lost in rap- 
ture”; he revels in compulsive fantasies 
which revolve in myriad details about the 
fetish, accompanied by masturbation ; he re- 
peats words or phrases which conjure up 
such imagery (14, Voi. II, p. 82). That the 
stimulus may be neither animate nor sex- 
associated is indicated in one of Hirschfeld’s 
cases in which the subject became aroused 
and masturbated in response to the sparkles 
of light reflected from a crystal ornament 
detached from a chandelier (10, p. 131). 

4. A familiar feature of accounts of fetish 
experience is the extraordinary power of the 
erotic arousal, the implication of occasional 
references to its “pathological intensity” be- 
ing that excitement has here increased alto- 
gether beyond its normal bounds. Stekel re- 
ported a petticoat fetishist who “claimed that 
his impulse was almost invariably irresistible, 


that he would sometimes spring out of bed at 
night, turn out into the open, find some petti- 
coats and gratify himself. He stated that at 
such times he felt so wild that he neither 
knew where he was or what he was doing” 
(14, Vol. I, p. 196). Of an instance men- 
tioned by Hirschfeld, it is stated that “This 
lack of power to resist his passion, which he 
declares is unconquerable, has destroyed his 
name, his career, and his position, and caused 
twenty failures up to the time of his impris- 
onment, which came after he had cut twenty- 
one locks of hair” (10, p. 68). 

Among the possibilities we may assume 
that the disorder has developed within the set- 
ting of an unusually vigorous sexual organi- 
zation ; that the intensity represents a ration- 
alization on the part of the fetishist ; that the 
intensity is an essential feature of the dis- 
order, and therefore requires interpretation. 

5. The rigidity with which erotic arousal 
seems enslaved to the “precipitating experi- 
ence” is often notable. It is illustrated 
(though the experience is not traced) in a 
case of Hirschfeld’s in which the subject is 
sexually stimulated by the sight, or thought, 
of immature girls, clad in scanty clothing in 
the coldest of weather ; he draws pictures of 
girls with bare arms, shoulders and legs in an 
icy setting and watches the schoolyards in 
winter (10, p. 49). Freud acknowledges that 
the conditions determining such “adhesive- 
ness” of the libido “to certain tendencies and 
objects” are entirely unknown (7, p. 301). 
Concerning the view that such fixations may 
be traced to early incidents, he remarks that 
it is often “hard to say how such an impres- 
sion becomes.capable of attracting the libido 
so intensively.” 

6. Moll asserted that the assumption of a 
precipitating experience involving the con- 
tiguity of sexual excitement with a secondary 
stimulus “is in most cases a pure supposition, 
quite unsupported by proof” (13, p. 131). 
Ellis observes that not only is record of an 
episode absent in many cases but in some in- 
stances the phenomenon appears by way of 
gradual development; he allows, however, 
for the possibility of forgetting (3, p. 27). 

7. By the conditioning hypothesis the spe- 
cificity of the fetish object or impression may 
assumedly have no essential connection with 
sexual excitement, the interpretation resting 
upon the state of the organism at the critical 
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moment, upon the accidental circumstances of 
erotic arousal, and upon the “tenacity” of the 
libido, considered, possibly, as an independ- 
ent variable (Freud). Such a hypothesis 
should relate in some way to the relative 
incidence of the various kinds of fetish- 
ism. While the writer knows of no reliable 
data on this incidence, the reports available 
appear to point to a relatively high frequency 
of certain forms, such as foot fetishism, 
which we are told is fairly common in the 
Orient (3, p. 21). 

As an alternative to the conditioning hy- 
pothesis there is available the psychoanalytic 
account in terms of castration fear and screen 
memories, with the fetish (the foot or shoe, 
“long hair, earrings”) functioning as a penis 
symbol, a refusal to acknowledge woman’s 
lack of a penis. The application of these con- 
cepts to such fetishes as voice quality (2, p. 
103), the eyes(1), or various deformities 
(10), is not easy to make, and Freud has 
conceded the difficulty of the problem of 
origins and likewise that the differentiation 
of the fetish reaction to castration shock 
from other reactions such as homosexuality, 
as well as from normality, has yet to be ex- 
plained. The theory offers an interpretation 
of the negative aspect of fetishism and doubt- 
less gains weight when the fetish may be 
said to exhibit resemblance to the penis. 
When this resemblance is altogether lacking 
and an experience is assumed whereby the 
fetish acquires symbolic value, the problem 
becomes somewhat the same as it is for the 
conditioning principle. 

The possibility that a relationship may 
exist, by way of a continuum, between patho- 
logical fetishism and those far more common 
and familiar specializations of “susceptibility,” 
which make the phenomenon of normal sex- 
ual preference, was first suggested by Alfred 
Binet, though subsequently adopted by a 
number of others. We are all, Binet would 
say, fetishists in so far as one pattern of 
features rather than another intrigues us 
with the erotic-aesthetic pleasure it arouses, 
or if we find that one timbre of voice, or a 
certain grace of movement is relatively more 
appealing—perhaps very much more— than 
others. The significant fact, he points out, is 
the existence of transitional cases. At the 
extreme of what is perhaps a continuum is 
the deviant whose fetish interest is altogether 
indifferent to the presence or absence of a 


human being as its bearer. Next, Binet him- 
self supplied examples of what he interpreted 
as intermediate forms: cases in which the 
interest in and erotic arousal by a particular 
detail was extraordinary, yet in which the 
personality of its bearer was by no means a 
matter of indifference. Finally, we should 
reach the assumedly normal individual to 
whom a great many sexual and nonsexual 
characteristics are important, but who finds 
also that he has some very definite prefer- 
ences, and that he can perhaps define fairly 
well the nuclear stimulus to attraction. 

Binet’s concept is, in the main, an “order- 
ing” rather than an explanatory contribution. 
It might be thought of as offering an approxi- 
mate way of “measuring,” in a sense, the 
degree of departure from sexual normality 
represented by any given fetish interest. It 
certainly points directly toward a need for 
direct investigations of the individual mean- 
ings of “sexual attraction” in order that we 
may know how large is the incidence of inter- 
mediate or minor forms of such distinctive 
susceptibilities. If these abnormalities should 
finally emerge as deviations of a basic process 
of sexual behavior, the problem of their 
genesis might be recognized as larger than 
one of a special pathology. 


SUMMARY 


1. Attention is called to the phenomenon 
of sexual fetishisms as one in which the prob- 
lem of deviated sexual aim is defined, in its 
stimulus aspect, with exceptional sharpness. 

2. A case history is presented illustrating 
(a) onset in childhood; (b) highly special- 
ized character of the fetish; (c) extraordi- 
nary strength of the impulse; (d) evidence 
of an “amorous” component in the response 
to the fetish. 

3. In the setting of this case and a number 
of others, some contemporary theory is ex- 
amined with regard to its adequacy for cer- 
tain features of the data on fetishisms, with 
special reference to the principle of condi- 
tioning. The psychoanalytic interpretation 
is briefly discussed, also Binet’s observation 
on near-normal varieties of fetishism. 
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THE DIAGNOSIS AND THERAPY OF HEALTH? 


ABRAM BLAU, M.D., New York Crry 


The historical tendency of medicine to fo- 
cus on disease has obscured the fact that 
health is the main goal of therapy and that 
it too is the object of treatment. Conse- 
quently, the common practice of diagnosing 
only the disease and not the health of a pa- 
tient seems remiss. Even fully developed ill- 
ness rests on a foundation of health. Disease 
is the interruption, more or less temporary, 
of the natural course of health. An individual 
is subject to many episodes of illness of the 
same or different types during his life and, 
except for a terminal illness, a core of health 
is always present. Moreover, recovery from 
illness depends greatly upon the resistance 
of the health component to the progress of 
the disease and to a major extent the thera- 
pist relies upon this resistance as his chief 
ally in treatment. In preventive medicine the 
emphasis is on the maintenance of health 
and in orthopsychiatry, as Lowrey(3) points 
out, the special concern is the correction of 
deformities with the cure of disease merely 
incidental to the general problem. A clear 
delineation of the patient’s health as well as 
his illness is therefore essential in order that 
treatment can be properly focused on each. 

Difficulties in Defining Health—The defi- 
nition of health has been studied from many 
angles. The idea of normality is unsatisfac- 
tory because health is too complicated and 
dynamic to be defined in simple quantitative 
terms. Borrowed from physical science, 
which stresses the average or statistical norm, 
normality attempts to find standard criteria 
against which edch individual can be meas- 
ured. Though often useful, it has gross limi- 
tations since the frequent and common is not 
always the beneficial. Another error has 

been thinking of health unscientifically in 
terms of “good” or “perfect.” Moreover, 
the impression that health is an absence of 
disease is obviously merely a negative one. 
We must also avoid a definition of health 
in terms of single organs or systems ; of sepa- 


1 Read at the 29th annual meeting of the Ameri- 
can Orthopsychiatric Association, Feb. 25, 1952. 
From the Child Psychiatry Division, Department 
- Psychiatry, Mount Sinai Hospital, New York 
ity. 
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rate physical, psychologic, or social features ; 
of disconnected somatic or psychiatric as- 
pects. One function or organ may be in the 
forefront at times, and physical or psycho- 
logic aspects may be especially conspicuous. 
However, we must never lose sight of the 
fact that the organism is a single entity, a 
united organization of biological parts in a 
physical, psychologic, and social environment. 
A practical formula for a general concept of 
hea!th should therefore be equally applicable 
to all its aspects—physical, psychiatric, and 
social. 

Subjective Aspects of Health—Health 
may be described as a state of physical and 
mental well-being. In health the individual 
feels relatively at peace with himself and the 
world and has a sense of freedom, content- 
ment, achievement, growth, and satisfaction. 
He is comparatively free from significant 
pains, anxiety, and other symptoms and signs 
of illness. He is able to work adequately and 
to create within the limitations of his capaci- 
ties, to relax after work and enjoy recrea- 
tion. He can carry on his essential biologic 
functions of sleeping, eating, excreting, and 
so on, without any sense of disturbance or 
discomfort. He gets along well in his phys- 
ical and social environment and accepts the 
customary restrictions without clashing with 
these limitations. Yet he is adequately ven- 
turesome, has a feeling of freedom, and is 
willing to meet new situations. In the course 
of his life, he undergoes periods of dissatis- 
faction, maladjustment, disturbed well-being, 
but he counters these with appropriate reac- 
tions and regains his composure in a reason- 
able period of time. 

The Physiology or Dynamics of Health.— 
As a life process, health is not a stationary 
state but one characterized by change and 
adjustment. In physiologic terms, health re- 
flects successful homeostasis(1). The organ- 
ism moves in order to preserve itself, to grow 
and develop, and to multiply. It seeks its 
physical nutriment and psychologic and so- 
cial needs from the outside environment. The 
movement operates successfully when the 
organism finds what it requires to fulfill its 
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aims. Ideally, this is the state of affairs of 
health, but the path is rarely smooth. Often 
the requirements are not immediately avail- 
able and the organism gets into a state of 
dissatisfaction and tension. Or the outside 
environment may be directly unfavorable 
and hostile, as when the organism confronts 
infections or psychologic frustrations. In 
either case, special physiologic or psychologic 
defensive measures are called forth. The or- 
ganism is then in the midst of a conflict and 
in a state of imbalance. It urgently seeks to 
recover its equilibrium. In the beginning, the 
activity has a trial-and-error aspect, but in its 
more developed form it proceeds more di- 
rectly to attain its aims. 

In health the organism adjusts more or less 
easily. Such adjustment can be accounted for 
in many ways: the frustrations have not 
been too great; the organism has an innate 
capacity to readjust to dissatisfaction ; it has 
adequate facilities for filling its needs; or, it 
has sufficient resistant power to counteract 
attacks. Temporary disruptions of this sort 
are considered physiologically or psychologi- 
cally normal and in harmony with health. 

In contrast, disease occurs when the dis- 
ruption is too great and the equilibrium is 
seriously disturbed (4). The excessive stimuli 
or inadequate capacities result in pathologic 
alterations which are evidence of the failure 
of the organism to cope with the problem. 
Thus conflict and continued tension produced 
by inner and outer stimuli are characteristic 
of life in both health and disease. The es- 
sence of health, however, is that balance and 
adjustment are maintained more or less suc- 
cessfully, whereas in disease they have tem- 
porarily failed. Complete failure means the 
end of life—not health or disease, but death. 

The Pathology of Health—tThe idea of a 
pathology of health may appear paradoxical 
because health and pathology are sometimes 
considered to be at opposite poles, one good, 
the other bad. In fact health is far from a 
state of perfection. In life, the ideal is a 
nonexistent fantasy and all men, even those 
in unquestionably good health, have some de- 
fects, weaknesses or inadequacies when com- 
pared to an imagined ideal. 

A moderate number of symptoms is not 
out of harmony with health and is rather the 
rule in the ordinary course of life. The sig- 
nificant difference between illness and health 


lies in the degree of deviation and disturb- 
ance, and whether readjustment can be 
achieved in a reasonable period. There is no 
sharp line of demarcation between the normal 
and the abnormal. In a sense it may be said 
that a minimal degree of illness is normal 
and can always be found by the perceptive 
and trained observer. A headache, a cold, a 
backache, sore muscles after exercise, slight 
depression, anxiety over a new venture are 
all common and natural occurrences even 
among the healthy. But if recovery is prompt, 
the individuals experiencing these reactions 
cannot truly be regarded as sick. 

Other imperfections characteristic of 
health are defects and limitations, either 
physical or mental. No two people are alike. 
A prime feature of human beings is their dif- 
ference. The statement that all men are cre- 
ated equal must be qualified. They are born 
equal with rgard to such basic needs as rest, 
food, air, sex, love, but they vary tremen- 
dously in their capacities and range of inborn 
differences. Obvious differences occur in 
height, weight, pigmentation, intelligence, re- 
sistance to disease, bony structure, and mus- 
cular build. Potential inherent capacities may 
be well developed in one individual but may 
be neglected and lie fallow and wasted in an- 
other. Aging, education, nutrition, social op- 
portunities, accidents, and even disease still 
further emphasize human differences and 
defects. 

An imperfection or weakness, however, 
does not necessarily imply a disease. A man 
with an amputated leg is not sick if he learns 
to get along well on crutches. A mental de- 
fective can be useful, happy, adjusted, and 
do well at a simple occupation suitable to his . 
capabilities. A person with a crippled rheu- 
matic heart can live a long and healthy life 
if physical exertion is kept within his capaci- 
ties. A diabetic has his diet regulated and is 
instructed in the use of insulin; he follows 
directions competently and lives a useful and 
productive life without discomfort. Is it cor- 
rect to say that he is a sick man because he 
has diabetes and his own body’s store of in- 
sulin has become inadequate? Is it not more 
correct to consider him healthy as long as he 
can supply himself with insulin and to regard 
him as having a defective constitution which 
is capable of being adequately compensated ? 
A child with superior intelligence may become 
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a behavior problem in an ordinary class but 
adjusts well when his capacities are discov- 
ered and properly handled ; his superior in- 
telligence was just as much a handicap as the 
inferior intelligence of the poorly endowed 
child in the same class. Or is it correct to 
label as sick the hypomanic movie director, 
the driving successful business man, the ob- 
sessional secretary, the eccentric creative ar- 
tist? Are they not well as long as they carry 
out their purposes without clashing socially or 
developing physical or psychiatric symptoms ? 

These instances show that the state of 
health can be adequate and continue without 
disease provided te individual is not tried 
or pushed beyond his intrinsic capacities. It 
is only when he exceeds the limits of his 
ability to adjust, either physically or psycho- 
logically, that trouble arises. Then health 
becomes so disturbed as to bring illness into 
the foreground with its concomitant physical 
or mental signs and symptoms. 

The Identity of Health, Constitution, and 
Personality—The dynamic features of ad- 
justment plus various degrees of stabilized 
imperfection represents a special view of the 
more commonly known descriptive concepts 
of constitution or personality. Though syn- 
onymous, the term “constitution” is generally 
associated with physical and “personality” 
with psychologic features. Both refer to the 
total psycho-physical organization, the more 
or less stable and basic make-up of the in- 
dividual. It is the sum and substance of en- 
dowments and acquisitions and includes 
hereditary capacities with their subsequent 
maturation and development, adaptation to 
the environment, and the effects of learning. 
Original defects may be modified, but along 
the way others may be added, some from in- 
juries and accidents, others from misdirected 
experience. Each attack of illness leaves its 
mark on the physical or mental constitution ; 
some are insignificant, others important 
enough to affect materially the subsequent 
course of life. The end result is what the in- 
dividual has to cope with and adjust to the 
vicissitudes of life. 

Traits, the units of personality, can also be 
considered besic structural elements of 
health. A trait is a distinctive psychologic or 
physical feature or quality. The organiza- 
tion of traits characterizes and differentiates 
a particular person. The shape of the nose, 


color of the eyes, distribution of the hair, 
allergic idiosyncrasies, nearsightedness, mus- 
cular capacity are examples of physical traits. 
Intelligence level, obstinacy, shyness, temper 
outbursts are psychologic traits. Many traits 
have both physical and psychologic features. 
The origin of psychologic traits is explained 
succinctly by Freud(2), who stated that “the 
permanent character traits are unchanged 
perpetuations of the original impulses, sub- 
limations of them or reaction-formation 
against them.” The physical traits are de- 
rived from the original hereditary material 
and its maturation and development. He- 
redity and environment are full partners in 
the evolution of traits—heredity provides the 
original seeds of potentiality which the en- 
vironment feeds, directs and molds. The best 
environment can do little if the original in- 
born potentialities do not exist, and, con- 
versely, unfavorable environment can waste 
good hereditary potentialities. 

A minor point of confusion in the problem 
of health and disease arises in the differen- 
tiation of traits from signs and symptoms, the 
clinical units of disease. Traits are more or 
less stable features of qualitative adjustment 
or health. Thus, puny physical make-up, men- 
tal deficiency, physical or psychologic imma- 
turity, and other constitutional inadequacies 
are valid facets of a particular individual's 
health. Though these may require attention 
for betterment or protection, they are still 
characteristic of his health—deficient health, 
to be sure, but not disease. 

Moreover, traits have many intimate link- 
ages to disease. Illness often modifies traits 
or produces new ones; and also certain traits 
can indicate or foretell the possible advent of 
an illness to a discerning physician. The 
finely balanced and complicated living organ- 
ism is very susceptible to injury and is con- 
stantly being bombarded by adverse forces. 
The healthy organism can usually repel these 
adverse forces with little or no significant ef- 
fects. But many events, especially severe in- 
juries and disease, leave some local or gen- 
eral alteration. For instance, adolescent acne 
or smallpox may leave behind enduring facial 
scars. Fortunately, the residuals of most dis- 
eases remain merely as insignificant marks 
upon the continued health of the individual. 
Injury and disease are also potent factors in 
developing personality. Some traits derived 
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from illness may even be distinctly advan- 
tageous. For example, lifelong immunity 
may be conferred by a mild tuberculous in- 
fection or a physical handicap like infantile 
paralysis may lead, as in the case of Franklin 
D. Roosevelt, to the exercise and develop- 
ment of intellectual and social capacities. 
Many psychologic traits are derived from 
neuroses. Psychologic conflicts often lead to 
neurotic symptoms which are the compromise 
results of partial gratification and partial re- 
nunciation of instinctual drives. If the per- 
sonality can acquiesce in the compromise, the 
neurotic symptom is adopted as an expedient 
form of behavior and becomes a personality 
trait. Even the most healthy personality has 
much of this neurotic origin. Tidiness and 
steadiness of purpose at work are traits 
which obviously have an obsessional back- 
ground. Moreover, it is these neurotically 
derived character traits, undoubtedly eccen- 
tric and peculiar, that give us our distinctive 
color and flavor as individuals. Often the 


unique tang of personality can be traced to 
such neurotic residuals, as can also flatness, 
insipidity, weakness, or rigidity. Thus, al- 


though neurotic traits may be found in any- 
one it is not the extent and degree of the 
handicap that makes it significant but how it 
affects the particular individual’s adjustment. 
The advanced neurotic personality, with its 
many neurotic traits, is patently a direct prod- 
uct of severe neurosis. This group includes 
the repeating criminals, the psychopathic in- 
adequates, the eccentrics, and those who will 
fail, through psychosis or severe neurosis, 
when they are confronted with common 
problems of life. 

The ability to foresee possible disease on 
the basis of certain traits may lead to mistak- 
ing defects for signs of disease. For exam- 
ple, benign tumors in insignificant locations 
merit watching but do not require drastic 
surgery. Asthenic body structure suggests 
the possibility of decreased resistance to in- 
fection. Heart murmurs must be properly 
interpreted, whether they are functional or 
pathologic. Psychiatric traits, such as over- 
cautiousness, social immaturity, emotional in- 
stability, schizoid tendencies, must be recog- 
nized as character defects but should not be 
confused with signs of active disease like 
neurosis or psychosis. The defects represent 
points of constitutional weakness which may 


give way under stress but until then illness 
is not the problem. 

Varying Perspectives to Health—From 
these considerations, it is clear that the eval- 
uation of health depends upon the point of 
view of the observer—whether it is the sub- 
jective impression of an informed or unin- 
formed individual thinking about himself ; or 
that of an experienced internist, psychiatrist, 
or scientist; or that of a sociologist, public 
health officer, or expert particularly inter- 
ested in the group or community. 

The individual may be satisfied with his 
own state of health while the physician, who 
has a more long-term view, may not. The 
physician’s function is more than to treat 
disease. With the growth of preventive medi- 
cine and the widespread interest in public 
health, the scope of medicine and diagnosis 
has been greatly enlarged. Today the physi- 
cian is called upon to recognize early signs 
of possible illness long before the patient may 
be aware of it. Medicine has also assumed 
the added functions of improving man’s ca- 
pacities and decreasing his limitations. Im- 
munization, for example, is not a form of 
treatment of the sick but is really a way of 
increasing health or the capacity to repel fu- 
ture assaults from a possible infection by im- 
proving the physical constitution. Further- 
more, the physician, as a public health officer, 
has the social function of preventing the 
spread of disease. Thus, quarantine regula- 
tions protect the general public from con- 
tagion. Society has also established laws for 
its protection from a psychotic who may en- 
danger the lives of others even though he 
may not be aware of any defect in his own 
being. 

In short, the physician is not only a thera- 
pist but is also a trusted vanguard fighter 
for the future battles of the individual against 
disease, a benefactor who enriches and pro- 
motes individual capacity, and an expert 
working for the protection of society. From 
this broader viewpoint, health is not only the 
current absence of disease but also the prom- 
ise of the continuation of individual health 
and the protection of the health of the 
community. 

Therapy of Health—A great achievement 
of modern medicine is its program of therapy 
for the healthy, now a major function of the 
physician and other therapists. We therefore 
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need 2 classifications: one for the pathology 
of health and the other for active disease. 
Complete diagnosis in an individual case re- 
quires a double approach: an estimate of the 
basic state of health plus the disease process 
which is grafted upon it. For example, pneu- 
monia in a wholesome young adult is a dif- 
ferent problem from pneumonia in a senile 
or a diabetic person. A depressive or anxiety 
state has different meanings when it occurs in 
association with a mentally defective, a neu- 
rotic, or a psychotic personality. Undoubt- 
edly, a type of double diagnosis has been used 
generally in a tacit way but the explicit 
formulation of the basic state of health or 
constitution clarifies the problem of nosol- 
ogy and therapy immeasurably, especially in 
psychiatry. 

Therapy assumes different meanings when 
we treat the signs and symptoms of disease 
or the traits of health. In disease, treatment 
is symptomatic or etiologic. The latter in- 
volves either a reduction of the irritating 
process or an increase of the basic defenses 
of the organism. The therapy of health con- 
sists of readjustment of activity or alteration 
of the constitution. When the organism must 
accommodate itself to irreversible limitations 
imposed by a disease process, by heredity or 
by the environment, the individual must 
change his activities or way of life to be- 
come asymptomatic. Health is thus attained 
at a sacrifice. The cardiac must restrict his 
physical activity, the diabetic must control 
his diet, the mother must accept lesser ambi- 
tions for her dull child, the timid man must 
become less venturesome. The price is the 
acceptance of a lower level of functioning as 
a trait of his health or personality. The ex- 
change of symptom for trait in order to ob- 
tain stability is a common mechanism in the 
alleviation of maladjustment. 

Constitutional therapy of health, on the 
other hand, is directed toward the prevention 
or alteration of defective traits. Mental hy- 
giene, child guidance, and psychotherapy aim 
at enhancing personality structure, and pro- 
phylactic measures of immunization, sanita- 
tion, dietary improvements effect physical im- 


provements. Long-term psychotherapy, and 
especially psychoanalysis, are mainly in- 
volved with the alteration of neurotic person- 
ality traits. Though it is the most difficult, 
time consuming, and expensive, constitu- 
tional therapy is of the highest order and 
most efficacious. 


SUMMARY 


Dynamically, health is the phase of the life 
process characterized by relatively efficient 
and stable homeostatic balance of vital forces. 
It consists of a minimum of maladjustment 
within the individual and in his relation to 
society and physical environment, a capacity 
for ready recovery from disturbances, and a 
fair assurance of the continuation of the sta- 
bility. However, its evaluation is relative and 
varies according to the perspective of the in- 
dividual, the physician, or society. 

Descriptively, the concept of health is syn- 
onymous with those of personality or consti- 
tution. Traits are also its unit features. 

A pathology of health is a valid view and 
refers to defects and limitations. 

The therapy of health is concerned with 
the maintenance of health, the alleviation and 
improvement of defects, the forestalling of 
disturbance of health by disease and the pro- 
tection of community health. An adequate 
nosology requires a paired diagnosis includ- 
ing the basic health (constitution or person- 
ality) of the individual in addition to the 
active disease process so that treatment can 
be properly focused on each. 
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While in many countries philosophical 
points of view are still prevailing in the legis- 
lation concerned with crimes committed by 
mentally abnormal individuals, Norway has 
since 1929 used laws based on biological- 
medical principles. This however concerns 
only the criminal behavior of such individ- 
uals. Legislation on civil rights is still char- 
acterized by the philosophical concepts of the 
relation between behavior and mental state. 
Before this group I think it is superfluous to 
go into detail as to the principal differences 
between the medico-biological and the philo- 
sophical systems of legislation. It should be 
sufficient to mention that in countries where 
the biological system is practiced, the legis- 
lation restricts itself to stating only which 
types of mental disturbances or disorders 
shall be subject to special legal procedures 
irrespective of possible relation between 
crime and mental state. According to this 
legislation, criminal responsibility is related 
only to the question of whether at the time he 
committed the act charged the offender is 
supposed to have been psychically normal or, 
instead, in a state of unconsciousness or insan- 
ity (as defined below). Another consideration 
is the question whether he has displayed 
symptoms of reduced consciousness or other 
mental defects, specifically stated and some- 
what varying in the legislation of the coun- 
tries practicing this type of legal procedure. 
In this jurisprudence there will be no ques- 
tions related to the M’Naghten formula, as to 
whether the defendant at the time of commit- 
ting the act was “laboring under such a de- 
fect of reason from disease of the mind, as 
not to know the nature and quality of the act, 
or, if he did know it, that he did not know he 
was doing what was wrong.” Where the bio- 
logical system is practiced, the only task for 
the psychiatric expert is to provide testimony 
based on a history and a psychiatric examina- 
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tion sufficient to define the mental state that 
characterized the defendant at the time when 
he committed the offense and at the time of 
examination. Questions about the insight of 
the defendant, or whether there were any re- 
lation between the mental state and the crime, 
are of no interest to the court and at any rate 
have no influence on the conviction. Neither 
are the experts during the trial asked to an- 
swer such questions. 

In the procedures based on the laws as 
practiced in the U. S. A., the question of 
responsibility of the offender is not defi- 
nitely decided upon the statement of a special 
psychic abnormality. It is the task of the 
court to decide the question of responsibility 
according to the presence or absence of the 
special conditions included in the laws. As a 
consequence, the psychiatric expert has here 
quite another and more difficult task. This, 
again, is not the only consequence of the dif- 
ferent ways of evaluating the responsibility 
of an offender ; the whole procedure for the 
court and the relation between the lawyers 
and the psychiatrists seem determined by the 
procedure adopted. 

Norway has some few paragraphs in the 
criminal law concerned with the abnormal 
mental states requiring special legal proce- 
dures. One is No. 44, stating that no defend- 
ant considered insane or unconscious at the 


‘time of committing the offense may be pun- 


ished. These are the only 2 mentally abnor- 
mal states that necessitate the legal judgment 
of absolute irresponsibility. Consequently, if 
2 psychiatrists agree that a defendant was 
insane or unconscious at the time of the of- 
ense, the court will as a rule accept this state- 
ment and, if so, it has to withhold punish- 
ment. Before I discuss the meaning of the 
terms “insane” and “unconscious” as used in 
the Norwegian criminal law, I think it may be 
useful to say a few words about the func- 
tions of the psychiatric experts in forensic 
psychiatry in Norway and the ways by which 
any disagreements between the psychiatrists 
are settled. On this point there is quite a big 
difference from the practice in most of the 
United States. In Norway the prosecution of 
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an offender is performed by the public prose- 
cutor, called the State Attorney. If, accord- 
ing to what emerges from the documents pro- 
cured, or through special information, he 
finds that there may be doubt as to the mental 
state of the offender, he will propose to the 
chief of police in the county of the offender 
that the latter be submitted to preliminary 
mental examination. The chief of police him- 
self may also arrange such preliminary ex- 
amination. In Norway there are several psy- 
chiatrists in the different parts of the country 
who are licensed by the Department of Jus- 
tice to perform psychiatric examinations in 
forensic cases, and these psychiatrists the 
police may ask directly to perform such ex- 
aminations. If no such authorized psychi- 
atrist is available, the court may call for 
other psychiatrists or medical doctors who 
are supposed to have the capacity of acting 
as experts even if they are not authorized. 
For such preliminary examination usually 
only one expert is called. If he finds that the 
offender in question is mentally normal, and 
that there is no need for further observation, 
the case will be prosecuted without any fur- 
ther psychiatric examination. If the offender 
is found to be obviously insane, he will as a 
rule, if it is not a question of a serious crime, 
be sent to a mental hospital through usual 
administrative procedures, without any trial 
taking place. Such administrative procedures 
can take place only before any formal accusa- 
tion is presented by the State Attorney. If 
the expert finds that there may be a doubt as 
to the mental state of an offender, the court 
will as a rule provide, after the decision as to 
accusation has been taken, that the offender 
be examined by 2 experts. In Norway it is 
the chief of police, the State Attorney, and 
the different courts, that may call experts to 
perform examinations in forensic cases. As 
mentioned, the psychiatrists called are usually 
authorized for this purpose. Those who wish 
to act as legal psychiatrists must send an ap- 
plication to the Department of Justice. In 
Norway we have a Commission on Forensic 
Medicine, whose members are all medical 
doctors. There are 2 groups, with one chair- 
man in each of them, the one group dealing 
with the usual crimes against the body 
(pathologists, gynecologists), and the other 
one the forensic psychiatric group, consisting 


of 3 psychiatrists with long experience in 
forensic psychiatry. The application for au- 
thorization as a legal psychiatrist is sent to 
the Commission on Forensic Psychiatry, 
which decides whether the psychiatrist in 
question has the necessary qualifications. The 
mental observation of an offender may take 
place wherever it is convenient, in the jail, 
in a general or a mental hospital, or the pa- 
tient may, if he is not committed, be met at 
the office of the psychiatrist. If the 2 psychi- 
atrists agree that there is still a doubt as to 
the mental state, and if they think that this 
doubt can be resolved by prolonged observa- 
tion in a mental hospital, the court according 
to a special paragraph in the law, can decide 
that the offender shall be admitted to such a 
hospital for a certain time. 

Usually the 2 experts appointed by the 
court will try to agree upon the conclusions, 
and they generally do. They give a common 
written report including all the collected ma- 
terial of importance to the conclusions, and 
they give the conclusions arrived at with 
terms used in the law itself. If the psychi- 
atrists agree, both of them sign the report; 
if they disagree, they usually write a common 
report but give their conclusions separately. 
Because of the existence of the Commission 
on Forensic Medicine there is as a rule no dis- 
agreement as to the final conclusions in the 
psychiatric testimony. A copy of all such re- 
ports is sent by the psychiatrists to the Com- 
mission. If there is any disagreement be- 
tween the psychiatrists, or if the conclusions 
and premises in the report are not tenable ac- 
cording to accepted outlines in Norwegian 
forensic psychiatry, the Commission will dis- 
cuss the matter with the 2 psychiatrists. The 
psychiatrists are in no way obliged to agree 
with the Commission, but as a rule they 
change their conclusions if the Commission 
makes it clear that there is no solid basis for 
the conclusions arrived at. I think the action 
of the Commission on Forensic Psychiatry is 
very fortunate in several directions. Firstly, 
any disagreement between the experts can be 
settled before the case is presented to the 
court. So in Norway there is never any fight 
in court between the psychiatrists. Next, the 
fact that the final conclusions in the report 
are accepted, or in some few cases not ac- 
cepted, by the Commission before the trial 
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and sentence take place contributes much to 
the practice that the court, so to say, always 
upholds the conclusions accepted by the Com- 
mission on Forensic Psychiatry. This is al- 
ways the case if the question is one of insan- 
ity or unconsciousness of the accused at the 
time the offense was committed. As to the 
other mental abnormalities, the court will not 
oppose any conclusion at which the experts 
have arrived unanimously, but it does not al- 
ways happen that the court is of the same 
opinion as the experts regarding the neces- 
sity and advantages of detaining the of- 
fenders in question, a procedure to which I 
will soon return. 

I have been a member of the Commission 
on Forensic Psychiatry in Norway for 16 
years and chairman for the last 5 years, and 
in all this time it has not happened that the 
court did not accept the conclusions of the 
psychiatrists as to insanity or unconscious- 
ness. The judges in Norway seem fully aware 
of the fact that, since they have no psychi- 
atric training, they cannot argue against the 
positions maintained by experts in psychi- 
atry, and since in the medico-biological sys- 
tem there is no question as to the insight of 
the offender, the court is obliged to withhold 
punishment from the defendant if it accepts 
the conclusions of insanity or unconscious- 
ness. According to the so-called “detention 
paragraph” offenders who are considered to 
have been suffering from insanity, uncon- 
sciousness, or some other specifically stated 
mental disorders at the time of the offense can 
be detained instead of punished for as long a 
time as they are supposed to be dangerous to 
society. Such detention can take place only 
if the court—as a rule in accord with the 
opinions of the experts—assumes that there 
is an actual risk of repeating one or another 
criminal act. The term insanity corresponds 
fairly well to the conditions in clinical psy- 
chiatry which qualify a mentally sick person 
to be certified. The requirement in forensic 
psychiatry is however that there shall be no 
doubt as to the state of insanity. If such 
doubt still exists after the application of all 
means available for resolving the question, 
the conclusion must have a negative form. In 
forensic practice this does not mean much, in- 
asmuch as the conclusion in these cases usu- 
ally will be that there are, at any rate, signs 


of chronically weakened mental abilities. 
Usually this last-mentioned category is not 
punished, but admitted to a psychopathic hos- 
pital for criminals. So the difference between 
an offender declared insane and one declared 
suffering from chronically weakened mental 
abilities is usually that the insane person is 
detained in a mental hospital and the chronic 
mental defective in a psychopathic hospital. 
This is, at any rate, the idea in the law, even 
if sufficient psychopathic hospitals are not 
yet provided. There is however a principal 
difference in that while the insane person 
under no circumstances may be punished, it 
may happen that mental defectives are pun- 
ished. It also sometimes happens that these 
last-mentioned offenders get a relatively short 
time of imprisonment or detention, at first 
offense usually 5 years. In these instances 
the sentence varies somewhat according to 
the circumstances of the criminal act and the 
testimonies of the experts. 

The other mental condition which, accord- 
ing to Norwegian law, absolutely frees one 
from punishment is the state of unconscious- 
ness—a term used in Paragraph 44, which 
has the following wording: “An act shall 
not be subject to punishment, if the per- 
former at the time of action [i.e., commission 
of the offense] was insane or in a state of un- 
consciousness.” 

Consequently the experts here also need 
only state whether the defendant must be sup- 
posed to have been in such a state of uncon- 
sciousness. This is a state of mind that does 
not correspond to any clinical condition. It 
includes of course the usual types of clinical 
unconsciousness, as met in the different 
comas for example, but these states have no 
forensic interest, as the individuals under 
such circumstances are completely incapable 
of acting. The “state of unconsciousness” 
however, is a clear forensic term including a 
series of abnormal mental states character- 
ized by peculiar conduct associated with a 
total loss of memory. Many constitutional 
types like the hysterical, schizoid, and epilep- 
tic seem to dispose to such reactions, but a 
state of unconsciousness may also be brought 
about by trauma of the brain, intoxications, 
and also eptsodically in some psychoses. 
While the court will uphold without excep- 
tion the conclusions of the experts as to the 
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question of insanity and unconsciousness, the 
situation is somewhat otherwise in the matter 
of the mental states which in the law are as- 
sociated not with withholding of punishment, 
but with a reduced penalty and frequently 
with the replacement of punishment by de- 
tention. These are the states already men- 
tioned, termed in the criminal law (No. 39) : 
“Defectively developed or chronically weak- 
ened mental abilities.” 

Defectively developed mental abilities in- 
clude, first and foremost, the mental defec- 
tives of all degrees, whether these states are 
inborn, caused by injury at birth, or acquired 
in the first years of childhood. Next the term 
includes also all the states characterized by 
constitutional inferiority usually called psy- 
chopathies. The other term in the same para- 
graph—the “chronically weakened mental 
abilities’ —includes all the individuals who, 
because of damage occurring after the time 
of early childhood, are considered as suffer- 
ing from weakened mental abilities due to 
many different causes. Here we meet with in- 
dividuals whose nervous systems have been 
weakened through chronic alcoholism and 
drug addiction, brain trauma, and brain dis- 
eases not necessarily resulting in psychotic 
disorders. Many severe neurotic and senile 
disorders will be included in this group, as 
will be all cases in which there may be a 
doubt as to whether they should be looked 
upon as expressions of insanity. Also indi- 
viduals who are considered as “cured with 
defect” after attacks of psychoses are locked 
upon not as psychotic but as individuals with 
chronically weakened mental abilities. 

The law on civil rights is somewhat differ- 
ent. As to marriage, divorce, and annulment, 
the medico-biological system is also prac- 
ticed, inasmuch as here the only question is 
whether either of the partners was suffering 
from insanity at the time of marriage. If 
this is established, the other partner may 
claim the marriage annulled. There is no 
question whether the partner in question was 
capable of giving his free consent or whether 
he lacked the ability to understand the impli- 
cations of marriage. The insane person him- 
self may also apply for annulment on the 
basis of insanity. The question of degree of 
intelligence plays no role as to capacity for 
marriage. We think however that this is a 


lack in the law, and a commission, which is 
at present working upon proposals for 
changes in the law on mental disorders, will 
recommend that some such requirement be 
made. 

Divorce can be obtained if one of the part- 
ners has been insane for more than 3 years 
“without reasonable outlook for recovery.” 

Now, as to the other civil laws concerned 
with mental disorders, there are some in 
which the medico-biological system is not 
practiced. Thus, as to the competency of 
making contracts and doing business gener- 
ally, an insane person is not, as such, con- 
sidered incompetent. Here the question is 
whether he is supposed to have the necessary 
judgment and insight. To have him declared 
incompetent it must be demonstrated by 
proof that he is incompetent. No special 
mental disorders are as such associated with 
incapacity to make contracts and to do busi- 
ness ; the question is decided in the individual 
case, usually according to the ideas of the 
psychiatric experts. 

The same practice holds in the question of 
the last will and testament. Here we have the 
same considerations ; even an insane person 
may be capable of expressing his last will and 
so be looked upon as competent to sign a 
testament. It is of course not often the case 
that an insane person has the ability to ex- 
amine all the aspects necessary to make a 
valid will. He must know the nature and ex- 
tent of his property; he must know that he 
is making a will, and the sense of it ; and he 
must especially have good and acceptable 
reasons for the bequests listed in the testa- 
ment. But we have had some few cases in 
Norway in which a testator is declared com- 
petent even though he was looked upon as in- 
sane by the psychiatric experts. The decisive 
thing is that the testament as such is reason- 
able and seems sound, all factors taken into 
consideration. 

There are of course many other details in 
the criminal law, as well as in the civil law, 
concerning the attitude towards individuals 
suffering from mental disorders. Time will 
not allow me to enter into these, but the out- 
lines given are the principal ones, and I will 

now add only a little about how the practice 
of the medico-biological system has turned 
out. All in all, there can be no doubt that 
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lawyers as well as psychiatrists have been 
well satisfied by the revision of the criminal 
law, resulting in, among other things, a modi- 
fication of the conclusions in the psychiatric 
testimonies, according to which the psychi- 
atric experts now have only to state the ex- 
istence or not of the mental disorders specifi- 
cally mentioned in the criminal law. Also the 
possibility of detaining mentally defective of- 
fenders is an important step in the right di- 
rection for prevention of relapses and for 
more humane treatment of these offenders. 
As to the conditions in Norway it was very 
unfortunate that the law was passed before 
the institutions necessary for effectuating it 
were provided. As a consequence, statistics 
on detained offenders in the first 10 years 
of the law’s existence show no reduction in 
the number of relapses. Two years ago we 
got the first psychopathic hospital for crimi- 
nals with mental disorders and it is hoped 
that this event will bring about a reduction in 
relapses. The experience in Norway in this 
respect serves as a warning against enacting 
laws before the institutions are provided for 
putting them into effect. 

While the medico-biological system as 
practiced in Norway has proved to have sev- 
eral advantages in the most common cases of 
crime, in some cases, psychodynamically 
more complicated, the system seems too sche- 
matic and inappropriate. Thus it may be 
very difficult to decide whether a psycho- 
dynamically complicated neurotic reaction 
should be looked upon as the expression of 
“chronically weakened mental abilities,” or 
whether, for example, a constitutionally ab- 
normal personality with high intelligence 
should be regarded as one with “defectively 
developed mental abilities.” 

In connection with the trials of traitors in 
Norway during the last war we had some 


cases illustrating the difficulties in the ad- 
ministration of the law. For example, Quis- 
ling was submitted to preliminary mental ob- 
servations. He was a peculiar personality 
with many abnormal character traits, in- 
creased self-estimation, and with many curi- 
ous ideas. The psychiatric experts, however, 
could not find that these abnormalities could 
be included in the terms used in the law, and 
as a consequence he was found responsible 
and shot. In one of our most fanatic intel- 
lectual traitors, the great author Knut Ham- 
sun, the psychiatric experts concluded after 
3 months of mental observation that he was 
suffering from chronically weakened mental 
abilities. This term was scarcely appropriate 
to characterize a personality that was in 
many respects so outstanding, but as he had 
suffered from 2 attacks of apoplexy with last- 
ing defects, the experts had to keep to the 
terms used in the law. 

The conclusions in these psychiatric testi- 
monies have been subject to much official dis- 
cussion, especially on the part of people who 
have no idea about forensic psychiatry. The 
discussion has stated that the terms used in 
the criminal law sometimes are inappropriate 
in characterizing the specific mental state in 
question, and there has been a suggestion for 
revision towards more elastic terms. This, 
however, does not mean that we intend to in- 
troduce any philosophical evaluation of the 
relation between the mental state of the of- 
fender and the criminal act. It means only 
that the descriptions of the mental states that 
can be subject to special legal procedures are 
to be made more elastic so that they can be 
applied also to psychodynamically more com- 
plicated mental disorders. The medico- 
biological system itself, however, will not be 
changed. 
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THe TREATABILITY OF THE PSYCHOPATH? 
WALTER BROMBERG, M.D., SackaMENTO, CALIFORNIA 


The title of this paper can be read as hav- 
ing 2 meanings: either treatment of the psy- 
chopath is a matter of substantive psychiatry 
or it is a question for psychiatry to establish. 
If one assumes the first alternative, clinical 
discussion would involve experiences sup- 
porting the statement of treatability ; if the 
latter position is assumed, considerations 
contradicting the assumption of treatability 
would be advanced. Since this subject is de- 
batable, I should like to exploit an avenue of 
logical approach that relates to both the posi- 
tive and negative aspects of the proposition, 
namely, an exploration of those factors that 
impede treatability of the psychopath. Hence 
resistances impeding treatment of this group 
both in the subject and his therapeutic en- 
vironment will be studied in the hope of clari- 
fying this difficult and controversial thera- 
peutic area. 

In this discussion several basic postulates 
are used which require statement at the out- 
set. First, the term “psychopath” is employed 
in its traditional sense to cover descriptively 
those individuals whose behavior habitually 
visits depredation upon the letter and spirit 
of our social institutions, laws, and customs. 
In so doing such individuals run afoul of the 
law or disturb basic social interrelationships 
in certain typical ways, as aggressive crimi- 
nals, swindlers, malcontents, maladjusted 
persons in industrial, military, commercial, 
or marital situations. Technically neither in- 
sane or mentally defective, psychopaths are 
not excused for their behavior and hence 
gravitate invariably into legal or punitive 
situations or are shielded from these situa- 
tions by an irritated and distracted society. 
Second, let us agree with Henderson(1) 
that the clinical criteria of instability, impul- 
siveness, egocentricity, emotional callousness, 
unmodifiability by punitive or corrective 
means, and antisociality justify a diagnosis 
of the “psychopathic state.” Thirdly, we can 
also agree that specific constellations of emo- 


1Read at the rooth annual meeting of The 
American Psychiatric Association, Los Angeles, 
Calif., May 4-8, 1953. 
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tional deprivations, etc., in early relationships 
are tremendously important and even deter- 
mine the form of subsequent ego defenses in 
the character structure of the individual psy- 
chopath and that this resulting defensive 
structure or “character neurosis” (2), is ego- 
syntonic. As a final operational statement let 
us acknowledge society’s characteristic reac- 
tion to the individual in question to be at- 
tuned to the psychopath’s eventual and per- 
manent incarceration. 

These basic postulates provide a functional 
structure upon which the psychologic rela- 
tionship of psychopath to society is hung. It 
is here that we may look for the outstanding 
factor that appears to impede treatability of 
this group. Apparently this is the diagnostic 
concept itself ; or stated another way, the un- 
conscious sociopsychological prejudice that 
has crept into the diagnostic concept. The 
struggle to delineate the extraordinarily diffi- 
cult clinical subgroupings of so-called psy- 
chopaths has resulted in phenomenological 
descriptions and pathological assumptions 
that entail these very unconscious reactions. 
It is apparent the century-long nosological 
struggle with these troublesome people has 
left semantic scars on medical thinking, the 
psychological consequences of which require 
most careful exploration. Briefly stated the 
life span of the psychopathic idea has been 
characterized by the “question-begging as- 
sumption of a constitutional-defect etiol- 
ogy”’(3). This view is suggested by the his- 
tory of the psychopathic personality concept, 
worked out with diligence by both Maughs(4) 
and Cleckley(5). From Pritchard’s “moral 
insanity”(6) (1835) to Koch’s(7) (1880) 
and Meyer’s(8) (1904) “constitutional psy- 
chopathic personality’ and Kahn’s(9) 
(1928) “quantitative impulse peculiarities” 
among psychopaths, many classifications, e.g., 
Kraepelin(10) and Schneider(11), have 
stressed quasi-constitutional factors. The cen- 
tral theme of the psychopathic concept united 
a constitutional difficulty in the sense of a 
predisposition toward impulsive, uncontrolled 
behavior with an implied psychobiological in- 
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feriority. A vitally significant change in ac- 
cent was introduced by Alexander’s(12) con- 
cept of the “acting-out, neurotic” character 
and the dynamic view of the “instinct-ridden” 
character with his difficulties in identification. 
Nevertheless this dynamic accent has not 
modified the characteristic social-psychiatric 
attitude towards the psychopath. It is freely 
conceded that these distinctions had real value 
in psychiatric thinking during the eras in 
which they were enunciated. But, one tries 
with difficulty to disengage the moral (evil) 
implication from the diagnostic concept as it 
has been used by psychiatrists, legal men, and 
the lay public now and during the past 100 
years. 

Textbooks of psychiatry(13) deal scantily 
with the psychopath, and monographs on the 
subject are apt to be limited to precise de- 
scriptions differentiating psychopaths from 
neurotic or psychotic individuals. With few 
exceptions there is little discussion of treat- 
ment for this group in the standard medical 
and psychiatric literature. This therapeutic 
paucity is without doubt due to intrinsic diffi- 
culties in the potential psychopathic patient 
for forming emotional relationships in treat- 
ment. Nevertheless, one cannot escape the 
conviction that attitudes within the profes- 
sion reflect a persistent anachronistic feeling 
toward psychopathic persons, a survival of 
society’s former unconscious reaction toward 
the insane, for the most part now happily re- 
solved. In the case of the psychopath, psy- 
chiatry has not mitigated this attitude, chiefly 
because as members of society psychiatrists 
themselves are involved in the same uncon- 
scious rejection of psychopaths that society 
openly admits through its punitive attitudes. 
Although well-motivated in an earlier period, 
the terms “constitutional psychopathic in- 
ferior” or “constitutional psychopathic per- 
sonality” are proof enough of the semantic 
ballast with which these individuals, so de- 
scribed, are weighted. Since each member of 
society is unconsciously identified with ag- 
gressive, rebellious, or asocial impulses re- 
leased overtly by the psychopath, the former 
defends himself against the encroachment of 
his own aggressive impulses by projection to 
the person already in trouble with society. 
The psychopath bears the full weight of so- 
cial reaction euphemistically couched in the 


ambivalent term “corrective treatment.” The 
same air of unwilling finality and faint sense 
of righteous grievance which accompanied 
announcement of a diagnosis of “merely hys- 
terical or “just a neurotic” a generation or 
two ago, now is associated with the phrase, 
“one of those psychopaths.” The congealed 
hostility behind these phrases was and is an 
expression of society’s unconscious preoccu- 
pation with deep and persistent conflicts over 
acted-out behavior. The consequences of this 
semantic evolution are that control of the psy- 
chopath rather than understanding, incarcera- 
tion rather than hospitalization, restriction 
rather than treatment have become officially 
accepted, even lauded, attitudes. 

There are further psychological conse- 
quences of this interplay between unconscious 
defenses against society’s own aggressive im- 
pulses and reaction formations within the 
body politic, one of which it is claimed is the 
semantic abstraction “psychopath.” Another 
is the unconscious reciprocal semantic influ- 
ence of the diagnosis on asocial persons them- 
selves. This hypothesis was suggested by 
Cleckley’s observation that psychopathic per- 
sonalities are in a real sense cases of semantic 
disorder or dementia(14). The “structural 
image of sanity” and the “mask of sanity” 
which Cleckley describes as the hallmark of 
the psychopath, utters language which sounds 
“normal” but is without affective substance 
and unintegrated into the “whole human reac- 
tion.” It is reasonable to assume that the psy- 
chopath’s semantic defect is a defense against 
the hostile connotation embedded in diagnos- 
tic terms flung at him. The commonly ob- 
served semantic superficiality, rather than be- 
ing an inborn constitutional trait, may be a 
diffused reaction to the mass of feeling that 
has filtered through the centuries from so- 
ciety and its legal representatives to the aso- 
cial individual. Emotionally toned words 
thrown by society at the criminal act as an 
invisible boomerang, curving back with re- 
doubled force(15). The weapon of society is 
reconverted into a defensive weapon for the 
psychopath. 

The rebellious, maladjusted individual in 
unconsciously perceiving society’s hostility 
reacts by withdrawing into a psychological 
community (the gang), whose “semantic de- 
mentia” is a common symptomatic defense. 
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The defensive weapon serves a double-edged 
purpose, satisfying both the aggressive feel- 
ings of the psychopath towards society and 
his moral masochism. The nucleus of the con- 
flict within the psychopath revolves around a 
moral masochism that keeps him in a position 
where he will be constantly hurt and derided, 
while at the same time preserving his own 
psychologic autonomy. This masochistic posi- 
tion was originally a refuge from rejection or 
denial of emotional needs in a very early 
(oral) period. As Berliner (16) has stated it, 
the moral masochist is “presenting an old un- 
paid bill for affection.” However, the psy- 
chopath is not aware of his masochistic atti- 
tude and by perpetual rebelliousness fights 
against his unconscious needs while he 
achieves masochistic gratification by his posi- 
tion of pariah in society. In this sense, to 
paraphrase Lindner(17), the Rebel has a 
cause. 

In the practical therapeutic situation the 
psychopath meets the therapist with distrust ; 
he reacts to psychotherapeutic attempts with 
defiance, acting as society unconsciously 
wishes him to—as an irretrievably rebellious 
person. It is a clinical axiom that rapport 
with an individual of this type is soon colored 
by tension, antagonism, and rapidly develop- 
ing mutual disinterest. If the psychopath co- 
operates at all, it is with an air of playful 
grimness(18): he grudgingly dabbles in re- 
lating his feelings and thoughts, but he is not 
“in” the situation. Indeed, experience with 
these persons allows one to sense the same 
aggrieved undertone and distant finality in 
the psychopath’s attitude that has been ob- 
served in society’s (and psychiatry’s) rela- 
tionship with him. The temporary reaction 
of playful tolerance and amused lip-service 
to psychiatric techniques displayed by the pa- 
tient is a mirror image of reactions to which 
he has been subjected. The boomerang has 
completed its flight. If the therapist adopts 
a passive attitude, grim playfulness does not 
suffice, for the threat of transference de- 
velopment with impending arousal of old 
dependency feelings mobilizes intolerable 
anxiety and an impulse toward flight. The 
patient denounces the treatment and quits. 
On the other hand if the therapist demon- 
strates hostility (for which he usually has 
ample provocation) through veiled contempt 


or concealed anger, the psychopath’s highly 
sensitized intuition places the former among 
his social enemies. 

The treatabiiity of the psychopath turns 
upon a simultaneous mitigation of the reflec- 
tion within the therapist of society’s attitudes 
and a dissolving of the potential patient’s 
character defenses. This therapeutic dilemma 
calls first for an examination of our common 
negative countertransference attitudes to- 
wards the group, and secondly for a method 
of dissolving the psychopath’s character de- 
fense as expressed in his behavior. The first 
problem is met by an inner scrutiny which 
usually results in the development of an em- 
pathic feeling by the therapist for the moti- 
vating forces within the psychopath. The 
second is most easily handled in group ther- 
apy where a play technique is used. 

Experience has shown that the ever- 
present antagonism to authority lies upon a 
basic unconscious dependence upon the very 
authority figures against whom the psycho- 
path rebels. A firm authoritarian(19) atti- 
tude toward such individuals minimizes the 
anxiety generated by a threatened exposure 
of this dependence, so strongly reviled in the 
conscious statements of the asocial person. 
The overt authoritarian attitude on the part 
of the therapist realistically matches the psy- 
chopath’s reading of the therapist’s social at- 
titude, and with its counterpart of pé¢rmissiv- 
ness, reduces anxiety sufficiently to allow the 
patient some objectivity towards his inner 
life. The psychologic desiderata of firmness 
within which lies permissivness and the play 
experience subserve both horns of the thera- 
peutic dilemma. In psychodrama the thera- 
pist indicates his own perception of psycho- 
pathic defensiveness by using the language, 
the manners, and the attitudes of his patients 
and their play-currency. 

Play is essentially a method of mastering 
anxiety-provoking situations by re-enacting 
them. It can be regularly observed among 
children that their play encompasses situa- 
tions which involve anxiety-laden events 
(playing “house,” “war,” or “doctor”) and 
their consequent mastery. Play is a mecha- 
nism used by the ego to siphon off, and simul- 
taneously gratify, dangerous instinctual im- 
pulses: it is an oblique approach to an in- 
stinctive urgency, satisfying simultaneously 
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the wish to experience a dangerous emotion 
and the mastering of affective tensions con- 
nected therewith. Hence play encourages 
and at the same time attenuates frightening 
impulses. Through a playful atmosphere 
which supplies an “as if” postulate, the ego 
of the patient, ordinarily intolerant of criti- 
cism attributed by it to the therapist, can be- 
gin to obtain objectivity into the emotional 
life of the psychopath and his fellows. The 
patient may act “as if” society accepts his 
aggressive, rebellious impulses. The “as if” 
postulate woven into the staff’s attitude pro- 
tects the psychopath from reality with its 
painful hostility: his ego is bribed by it to 
accept a relationship with the therapist with- 
out jeopardy to his position as rebel. 

In therapy of this type the emotional en- 
vironment thus achieved has the function of 
unfreezing the psychopath’s defensive char- 
acter front by presenting facsimile of real- 
ity and desensitizing the frightening social 
atmosphere that surrounds the psychopath. 
In a controlled setting where the play impulse 
is made socially acceptable the individual ex- 
periences aggression, dependence, and hos- 
tility, mastering his feelings on the same 
basis as in child play. As quantities of emo- 
tion are expended through catharsis in the 
play where specific, anxiety-laden situations 
within his qwn life and those of his fellow 
patients are re-enacted, the defensive impulse 
to flight decreases and a degree cf transfer- 
ence does develop laterally to other patients 
and also to the therapist and staff. 

These remarks are based on experiences 
relating to 14 months work with sexual de- 
viates treated by psychodrama(20) in a state 
hospital and have been partially validated 
among a group of institutionalized psycho- 
pathic children with whom psychodrama has 
been employed for a shorter period. It has 
been striking that the phases of reaction to 
the therapist on the part of these young dis- 
turbed boys paralleled that seen among adult 
sexual psychopaths. As described elsewhere, 
the first mass reaction to group therapy 
among sexual psychopaths was fear of being 
considered insane; precisely the same thing 
occurred among the boys. This was followed 
in the adult group by a release of tension and 
an intragroup hostility and wish to dominate 
others. Among the children it was signalized 


by discordant, noisy, uninhibited behavior. In 
both groups it signified acceptance of de- 
pendence on therapist and staff. This thaw- 
ing period was followed by an aggressive, 
reality-testing phase of the social and parental 
attitude of therapist: among the adults it 
took the form of sarcasm, alternating with 
greater freedom to act out their problems; 
among the children there arose penetratingly 
hostile attitudes as to the sexual implications 
of the therapist’s interest, interpretable as a 
masochistic wish to be passive and inferior in 
relation to adults. Later, jelling around intra- 
family patterns occurred among the adults; 
the children gave way to alternate hostile and 
warm feelings for the therapist. In both, the 
elements of authoritarian firmness, permis- 
Siveness, and the emotional currency of play- 
fulness was an essential preparation for ex- 
pressions (and interpretation of ) ambivalent 
feelings and social testing. 

Another comparable series of incidents oc- 
curred shedding light on the complex psycho- 
logical interrelation of the psychopath and 
his society. In experiences with the adult 
group, the community obtruded itself by a 
surge of hostile feelings. Particularly irritat- 
ing to the local public (medical and lay) was 
the observable reduction in feelings of deg- 
radation by the sexual patients. The sudden 
demand for restriction of sex patients under 
treatment became overwhelming. Finally the 
therapeutic program was stopped. 

This public participation is worthy of note. 
It consisted of a series of psychological reac- 
tions—anger and fear, rationalization and 
projection, hostility and vengeance, with final 
rejection of the entire concept of treatability 
of the psychopath. Similarly in the younger 
group, after a number of sessions, the same 
series of emotional reactions occurred in a 
segment of society immediately concerned 
with this group. Fear developed at the free- 
dom, noisy behavior, and permissiveness of 
the therapeutic environment, then confusion 
as to the therapeutic aims, rationalizing the 
anger and vengeance and soon the order to 
halt sessions. 

This reaction can be considered a specific 
social-psychological syndrome occurring in a 
social group that has not worked through its 
unconscious biases toward rebellious individ- 
uals. I would call this behavior a socio-fugal 
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reaction, an unconsciously motivated defen- 
sive mechanism. The closeness of psycho- 
paths to improvement, 1.e., a breaking down 
of their rigid character structure and a loos- 
ening of their hostility to society through a 
type of transference, was the signal for an 
unconscious reaction of fear and anger lead- 
ing to social action, #.e., cessation of treat- 
ment. Society demonstrates its unconscious 
feeling to the psychopathic character by the 
socio-fugal reaction which has been an impor- 
tant impeding factor in the total program of 
treatment of the psychopath. The situation 
develops a sort of emotional incompressi- 
bility analogous with, if one may be allowed 
the figure of speech, Pascal’s law of hydrau- 
lics. The psychopath hides behind his con- 
glomerate defensiveness and society hides be- 
hind its socio-fugal reaction. This mutual 
incompressibility is probably the most serious 
obstruction to psychotherapy of the psycho- 
path notwithstanding the rigidity of the pa- 
tient himself towards the development of a 
transference relationship and the reality 
problems facing a society which must protect 
itself. 

In the light of these considerations it seems 
that the task of therapy is not only to help 
unfreeze whatever degree of defensiveness 
exists within the psychopath toward objecti- 
fying his interemotional problems, but also to 
understand society’s vital role in this inter- 
relationship. Successful work with this chal- 
lenging group depends on a demonstration 
to society and the therapeutic staff of the so- 
cially induced defensiveness of psychopaths 
whose instinctual equipment is so similiar to 
our own but whose use of it is so different. 

One wonders, in relation to this complex 
problem, whether psychiatry has not been 
frightened by the sardonic, snarling mask of 
the psychopath, behind which lies the fright- 
ened, lonesome face of a neurotic character. 
It is the duty of psychiatry, as it should be 
its pride, to bring to bear on the psychopath 


the sympathy and therapeutic skill that it 
offers neurotic and psychotic sufferers. The 
task so indicated is one to which some of us 
might well dedicate our science. 
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PSYCHIATRIC DISTURBANCES FOLLOWING AMPUTATION * 


DOUGLAS NOBLE, M.D.,2 CAPT. DOUGLAS B. PRICE, M.C., U.S.A.,® 
LT. RODMAN GILDER, JR., M. C., U.S.N.R.* 


Among the many problems involved in am- 
putation are the anxieties provoked by the 
experience. These are associated with the in- 
dividual’s past history of emotional and 
physical injury and with the special meaning 
which the amputated part has come to hold 
for him. In the task of adaptation to the 
loss of body parts it is not surprising that 
alterations in attitude, mood, and behavior 
often occur. This was shown by an earlier 
psychiatric survey of wounded men in whom 
a high incidence of previously unrecognized 
emotional disturbances was found. It was in 
an effort to examine more closely the nature 
of these anxieties and the defences mobilized 
against them that the present study was 
undertaken. 


PLAN OF STUDY 


Sixty-six patients who had undergone am- 
putation of an extremity at the Walter Reed 


Army Hospital, Washington, D. C., or the 
U. S. Naval Hospital, Bethesda, Md., were 
studied. Fifty-two patients were interviewed 
from I to 4 times; 10 were seen in daily in- 
terviews for 2 weeks; 4 were studied in fre- 
quent regular interviews for 3 months or 
more. 

Comparative data were obtained from 21 
patients with organic diseases of the central 
nervous system in whom loss of function had 
occurred in one or more extremities. Causa- 
tive diseases included cerebrovascular acci- 
dents, brain tumors, and degenerative dis- 
orders. These patients were seen in I or 2 
interviews. Draw-A-Person tests were ob- 
tained with most patients in both amputee 
and neurological groups. 

In addition a laboratory method, to be de- 
scribed later, was used for estimating dis- 
turbed perception. 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, May 4-8, 1953, Los 
Angeles, Calif. 

2 Consultant in psychiatry, U. S. Naval Hosp., 
Bethesda, Md. 

8 Walter Reed Army Hosp., Washington, D. C. 
* Naval Medical Research Institute, Bethesda, 

d. 


FINDINGS 


Of the 66 amputees examined 10 were re- 
ferred for psychiatric consultation, of whom 
3 were psychotic. The remaining unselected 
56 patients, although at times manifesting 
disciplinary problems, exhibitionism, and ex- 
cessive drinking, were on the whole cooper- 
ating well with the treatment program. Ini- 
tial hesitancy in seeing the psychiatrists was, 
in most cases, quickly overcome; and some 
patients, not referred for consultation, re- 
quested interviews. Material elicited from 
interviews with the entire group revealed 
certain characteristic preoccupations, namely, 
anxieties over separation, castration, aggres- 
sive feelings, and passivity. Various defences 
were shown to be operating against these dis- 
turbing emotions. 

Denial was the most prominent defence 
and was manifest in verbal statements, mood, 
or behavior. Disability was rationalized by 
such statements as “You don’t need two legs 
except for running—you see more when you 
walk slowly.” Mildly euphoric moods some- 
times denied anxiety over loss; necessity for 
reality adjustment was denied in withdrawn 
and regressive attitudes in which wishes for 
dependency were thinly concealed ; grandiose 
statements of physical prowess masked fears 
of impotence, sterility, and passivity. In 
reckless, hypomanic behavior, such as racing 
through corridors in wheel chairs, feelings 
of impaired motility were denied. 

Displacement of feelings from the genital 
organs to the amputated extremity became 
evident. One patient when talking about his 
phantom limb always handled his genitals. 
Phantom limb sensations were sometimes 
associated with sexual arousal. A patient, 
transferred to a military hospital in an ir- 
ritable, confused state following a head in- 
jury and amputation of the left arm stated 
when asked what his trouble was, “My penis 
is tired.” He denied any other injury. 

Projection as a mechanism of defence was 
commonly encountered. Several amputees 
reported that when seeing healthy people on 
the street they sometimes mistook them for 
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other amputees. A Korean veteran com- 
plained bitterly that people did not ap- 
preciate wounded men and he confined his 
associations to other amputees. He became 
increasingly dissatisfied with the hospital, 
and successfully pressed for discharge before 
completion of surgical treatment. 
Identification with a significant person in 
the patient’s life, one who had had either an 
amputation or a disease of an extremity, was 
occasionally observed. Pain in the ampu- 
tated stump was denied by a patient who 
complained of persistent pain in the opposite 
knee for which no surgical explanation could 
be found ; he stated that his mother had suf- 
fered from arthritis of that knee joint for 
many years. Another patient had rheumatic 
pains of the phantom leg related to damp 
weather. This reminded him of his father’s 
similar rheumatic pains. Identification with 
the physician to whom magical qualities were 
ascribed and with other patients was noted. 
In the operation of all these defences the 
phantom limb was of great importance. All 
but one patient admitted having phantom 
limbs and it was felt that this was a conver- 
sion-like phenomenon involving denial of loss 
of the extremity. The intensity, persistence, 
and extent of distribution of phantom limb 
sensations and the motility of the phantom 
limb itself were all found to be directly pro- 
portionate to the patient’s anxieties. Some- 
times it seemed that all of those conflicts 
aroused by the amputation were funneled 
into the phantom. Contrary to previously ex- 
pressed opinion it was found that the phan- 
tom limb did not gradually contract and 
disappear into the stump, but, without chang- 
ing its size, faded out of awareness. Often 
its presence could, however, be restored by 
conscious thinking directed towards it or by 
the appearance of anxiety. In one unusual 
case changes in shape and posture of the 
phantom occurred with changes in the pa- 
tient’s emnotional state. This accident-prone 
man following amputation had manifested an 
elated mood and had felt his phantom limb 
out straight. Three weeks after therapeutic 
interviews were undertaken there was a 4- 
day period during which the patient acknowl- 
edged his anxiety and depression and talked 
of the painful circumstances of the accident 
itself. During these 4 days the phantom leg 


was felt curved and mashed as it had been 
in fact when, following the accident, he lay 
out on the wet road crying for help. A pa- 
tient, who had experienced a brief psychotic 
episode and who was ordinarily unaware of 
his phantom, stated that it regularly reap- 
peared with orgasm. 

A sailor, whose history indicated considerable 
ambivalence toward his mother with a conflict over 
homosexuality, developed 2 weeks following opera- 
tion a painful burning phantom limb. At the same 
time he reported a dream in which an older nurse 
was performing fellatio on him and biting his penis. 
Several of his buddies awaited their turn for the 
same sexual experience. In the dream the patient’s 
leg was intact. He stated that prior to his dream he 
had been talking with other men about the nurse, 
wondering if she was too old for sex. He produced 
a love letter from a girl friend and said: “This 
proves I’ve still got it.” Previously he had asked 
the physician if his girl friend was a lesbian and 
had expressed fears of loss of potency. 


Dreams of the amputees characteristically 
showed the presence of castration anxiety, 
aggressive feelings, and wishes for depend- 
ency. The wish for dependency at the ex- 
pense of castration was suggested by the 
dream of one patient in which a movie ac- 
tress was telling him that she was really a 
motherly soul; in the dream the patient was 
amputated. The patient reported, however, 
a second dream in which he was playing 
baseball and his body was intact. Generally 
the amputees studied dreamed of themselves 
as not amputated. 

Concern regarding the disposal of the am- 
putated limb, whether it was buried or 
burned, was expressed by some patients. Be- 
liefs which magically related such disposal 
to the causation or alleviation of phantom 
limb pain were also reported in interviews. 
Usually the patients pooh-poohed these be- 
liefs and were reluctant to mention them to 
the physician for fear he would think them 
crazy ; they stated, however, that they were 
common subjects of discussion among the 
patients themselves. A soldier said that he 
had been told that an amputated limb must 
be buried upright if phantom limb pain was 
to be avoided; he thought there might be 
something to the belief. It is noteworthy 
that in the folklore of many countries beliefs 
exist that the amputated limb should be dis- 
posed of in a known, safe place so that later 
all of the body can be buried together. 
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Stories have often been told of magical resto- 
ration of amputated limbs by God or by 
malignant individuals. 

Draw-a-Person tests showed, in practically 
all amputees, alterations in the drawing of 
the extremities. Those patients who were 
adapting favorably often drew the ampu- 
tated extremity smaller or omitted any ex- 
tremity. Those who were adapting poorly 
drew the missing extremity larger than the 
opposite limb or with increased markings. 

In the perceptual tests several Ames 
demonstrations were used. We would like 
to mention specifically the Leaf Room with 
aniseikonic glasses. Aniseikonic lenses pro- 
duce distortions in binocular vision without 
significantly affecting any other aspect of the 
retinal images. This results in perceptual 
conflicts which can be resolved only by a 
complex reorganizational process involving 
defence mechanisms that we observe clini- 
cally. 

Experiments have shown that the experi- 
ence of anxiety on viewing amputees mark- 
edly affects perceptions. In one experiment 
the subject views an amputee and a normal 
man standing side by side. The majority of 
subjects report that the image of the ampu- 
tated man is less distorted. In another experi- 
ment the subject looks through the lenses at a 
normal man and sees him markedly distorted. 
The man then gets upon crutches or conceals 
his arm as though he were amputated. He 
is then seen by the observer as less distorted. 

At present our working hypothesis is that 
failure to distort is a manifestation of the 
unconscious denial of mutilation. Although 
this study is only in its initial stages, exami- 
nation of data thus far collected gives 
promise of showing how particular defence 
mechanisms operate against the anxiety at- 
tendant on body alterations. 

Among the patients with neurological dis- 
eases was a considerable number of old, 
hemiplegic men who were apathetic and un- 
communicative, making it difficult to obtain 
historical data. It was felt, however, that 
while their apathy was influenced by their or- 
ganic disease, it was also a manifestation of 
denial. In the neurological group as a whole, 
evidence of anxieties, more concealed but of 
a similar nature and with defences similar to 
those shown in the amputees, were found. 


Practically all patients denied any sexual 
problems ; one young man with a hemiparesis 
showed a euphoric mood and stated that there 
had been a marked increase in his sexual po- 
tency since his illness. Manifestations of 
identification with significant friends and 
relatives who had had similar disorders were 
often seen. Projection, especially of aggres- 
sive impulses was common. In the concern 
by some patients over possible mental impair- 
ment there was a suggestion that a special 
and displaced significance was accorded the 
brain. One young man with no memory im- 
pairment compulsively tested his memory of 
common objects. Dreams of dying were re- 
ported. There were instances in which the 
brain disease had made impossible a continu- 
ance of life-long reaction formations. One 
58-year-old man with a long history of hy- 
pertension had combined an intensely ambi- 
tious drive with a markedly dependent atti- 
tude upon his wife; he begged to leave the 
hospital so that he could work to save both 
his city and summer homes. While denying 
by this request the gravity of his hemiplegia 
and coronary thrombosis, he dreamed that all 
of his household belongings were destroyed. 

Instances were observed that suggested 
the possibility of awareness of the cause of 
cerebral disease. A patient had developed a 
right hemiparesis due to a head injury sus- 
tained years earlier. In the first interview he 
reported a dream that reproduced the cir- 
cumstances of the injury, including his being 
struck over the actual areas of brain damage. 
Yet he was consciously unaware of the fact 
that his paralysis had resulted from the 
injury. 

One instance of anosognosia of the left 
arm was observed. This patient, who had 
sustained a left hemiplegia due to cerebral 
thrombosis, was disoriented for 3 days only. 
For several weeks, however, he denied his 
left arm was his own and accused hospital 
corpsmen of placing another arm there be- 
side him. He developed a phantom left arm 
which was mobile though usually lying flat 
across his chest. He felt that this phantom 
arm was cut off half way between the elbow 
and the shoulder, and that at the junction the 
separated portion felt to him as if the arm 
were sewn up with thread. He named his 
phantom “Oscar,” associating this name with 
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that of his first employer who had died of 
coronary thrombosis several years previ- 
ously. In our opinion this phenomenon was 
a manifestation of denial at a primitive level 
facilitated by organic brain disease. Draw- 
A-Person tests with the neurological patients 
showed that nonfunctioning extremities or 
sometimes other extremities were omitted or 
distorted. In some cases of facial paralysis 
accompanying hemiplegia the face was dis- 
torted unilateraliy in the drawings. How- 
ever, we do not yet understand the signifi- 
cance of many of these alterations. 

The following histories are illustrative of 
the clinical data observed : 


1. A 50-year-old man who had sustained a com- 
pound fracture of the left ankle 12 years previously 
was admitted to the hospital with a diagnosis of 
traumatic arthritis. Despite a partial return of 
function he had not worked for 12 years, was, in 
the last 2 years, subject to outbursts of temper. He 
harbored homicidal thoughts towards his wife and 
had spells of depression. On admission he said he 
would go crazy if his foot were not amputated. Re- 
viewing his early history with the psychiatrist, the 
patient stated that he was his father’s favorite and 
that his father had had an amputation of the left leg. 
The patient’s mother had left the home for good 
when he was 5 and it developed that the patient had 
dealt with the anxiety of separation by withdrawal 
into a rich fantasy life. He described repeated 
dreams or daydreams of being chased, of falling 
from a telephone pole or from a mountain which 
had suddenly split in two; he would always escape 
danger by flying, plunging into the water, or going 
under the ground. He said those were rather crazy 
dreims but thought they revealed ¢, magical power 
on his part in that he predicted the future of aero- 
planes and submarines. He compared the fall from 
a ladder which had led to his ankle fracture with his 
dream experiences “It was just like the dreams ex- 
cept that I couldn’t really fly.” 

Because of chronic infection in the ankle joint 
with sequestration of bone an amputation above the 
malleoli was performed. As the time for operation 
approached, the patient seemed happier, said that he 
looked towards a glowing future and that he had 
no emotional problems whatsoever. He did not ex- 
pect to grieve for the loss of the foot. He mentioned 
that his favorite sister had died when he was 14 
and that he had not grieved at all. 

He made good surgical progress following the 
operation and remained in a state of quiet euphoria. 
“I am in a state of grace,” he said. “The doctor is 
really like a supreme being, yes, passed down from 
God.” The patient at first denied the existence of a 
phantom but later said that a phantom was present 
but made no difference to him. One restless night 
followed an angry episode with a nurse, the patient 
denied sleeplessness. He read at length in the news- 


papers accounts of the mutilation of 2 young girls 
by a 16-year-old boy. 

He refused to do Draw-A-Person tests saying 
they would make him look ignorant. Perceptual 
tests showed strong denial. 

This patient, in his childhood efforts to achieve 
his father’s love, had accepted, as in his operation, 
a symbolic castration making himself impotent, pas- 
sive and unaggressive. In his omnipotent fantasies, 
however, he also identified himself with the power- 
ful father as later he did with the doctors who were 
supreme beings. In these ideas there was contained, 
moreover, a wish for blissful reunion with the 
mother. 

This patient was highly cooperative to surgical 
treatment which suited his unconscious needs. His 
resort, however, to regressive modes of behavior 
makes his future reality adjustment uncertain. 


Let us compare him with another patient 
who had emotional difficulties, but whose 
adaptation was reality-bound. 


An affable 18-year-old soldier substained a trau- 
matic amputation of the right leg when he was run 
over by a street car. He had acted promptly fol- 
lowing the accident by tying his belt as a tourniquet 
around the amputated stump. Two operations were 
performed and painful phantom paresthesias were 
present for a short time giving place to an annoy- 
ing feeling in the phantom “as if I were wearing 
wet socks.” This patient wore his prosthesis the day 
he received it and said that he was able to use his 
phantom to help him judge which way to turn and 
how much weight to place on his prosthesis. 

Considerable disturbance had characterized the 
patient’s early farnily life. The father was aa alco- 
holic who had abused the mother. Because of the 
father’s bad treatment the mother had never re- 
covered from a chronic ulceration of the left heel, 
and amputation had recently been recommended. 

The patient said: “If I had as much suffering as 
my mother, I would be amputated.” As a boy the 
patient had tried to work with his father in an effort 
to save the family farm which the father was selling 
piece by piece. The patient had lived in fear of be- 
ing like his father, never drank, and applied him- 
self vigorously to work. He excelled in boys’ farm 
organizations. There had been some conflict over 
masturbation. Since he had left home, however, the 
patient had become more tolerant of his sexual im- 
pulses. His compulsive character defences had 
proven adequate in maintaining a successful military 
career. In his dreams this patient says he has al- 
ways been active. During convalescence he dreamed 
of traveling on a pogo stick. The patient has formu- 
lated realistic plans for his own future on an inde- 
pendent basis. In his attitude towards his treatment 
he has been described by the surgeons as a “pearl.” 


SUMMARY 


Little reference has been made in this re- 
port to psychiatric treatment. It is believed 
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that the function of the psychiatrist lies 
chiefly in his availability for consultation and 
collaboration with surgical and nursing per- 
sonnel; rarely is direct psychiatric therapy 
necessary. The major purpose of our study 
has been to indicate how the loss of an ex- 
tremity or the loss of its function involves 
emotional problems beyond the loss itself. 
As a result increased disability both in ampu- 
tation and in organic neurological disease 
may occur. Characteristically, the anxieties 
are concerned with separation, castration, 
and with aggressive impulses. 

In the presence of a threat to bodily in- 
tegrity pre-existing modes of dealing with 
anxiety are organized. And to the degree to 
which this process is tied to reality, adjust- 
ment or maladjustment to the loss occurs. 
Evidences of prolonged maladjustment have 
been observed when the defence or projec- 
tion has been heavily invoked. In the study 
of defence mechanisms the correlation of 


perceptual tests with clinical data has proven 
valuable. 
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PROFESSOR KINSEY: HIS FACTS AND HIS FANTASY 


A. H. HOBBS, Pu. D.,1 ann W. M. KEPHART, Pu. D.1 
PHILADELPHIA, PA. 


THE Facts 


Among the 5,940 white, non-prison fe- 
males who were willing to describe their sex- 
ual activities in minute detail for Professor 
Kinsey’s second volume(1), the 75% who 
had gone to college included a severely dis- 
proportionate 19% with graduate education, 
while only 3% failed to attend high school. 
Females of Jewish faith contributed almost 
30% of the interviews, while only 12% were 
contributed by Catholics. Only one third of 
those interviewed were devoutly religious 
even according to the moderate and purely 
quantitative requirements for inclusion in 
this group. Practically all came from ur- 
ban, white-collar, or professional families. 
Twenty-two per cent of those over 30 were 
still single, and of those over 30 who had 
married, 40% were either widowed, sepa- 
rated, or divorced. No data are presented to 
indicate the number of children born to these 
females. Unlike the over-ambitious attempt 
in the volume on males(2), no “United 
States Corrections” or clinical tables are con- 
tained in the volume on females, and while 
the selectivity of the sample is admitted in 
the second chapter, the over-all presentation 
is such that readers are likely to receive the 
impression that the findings are applicable 
not only to this selective group of females but 
to women in general. 

Comparison of findings for the 5,300 males 
who were interviewed as the factual basis for 
the first volume with these 5,900 females re- 
veals striking differences in the pattern of 
male and female behavior. Some of the more 
pronounced differences indicate that while 
practically all males had been erotically 
aroused by the age of 15, only half of the 
females, though reaching adolescence sooner, 
had been so aroused. Only 20% of the fe- 
males practiced masturbation within a given 
year, contrasted with 75% of single males 
whose rates, furthermore, were 3 to 6 times 
higher than those of single females. Simi- 
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larly, male rates for nocturnal sex dreams in- 
volving orgasm were 4 times as high as those 
for females. 

An approximate measure of the magnitude 
of differences in sexual behavior between 
tales and females who were interviewed is 
the finding that by the time of marriage 
males averaged some 7 times as many or- 
gasms as females. While the male average 
was somewhat less than twice as high for 
orgasms resulting from petting, it was al- 
most 30 times as high for orgasms resulting 
from nocturnal dreams. 

Augmenting such great differences in ac- 
tual sexual behavior are pronounced differ- 
ences in psychological responses. Males are 
likely to be aroused by a wide variety of psy- 
chological stimuli, females (and to generally 
lesser degree) by only a few. Physiologically 
also, female functioning involves a distinc- 
tively different and characteristically lower 
pattern. Production of the hormone group 
labelled 17-ketosteroids in males exceeds that 
of females from adolescence onward. Male 
levels rise above 15 milligrams per day dur- 
ing the twenties, declining to 10 milligrams at 
age 50. Peak production by females is also 
attained during the twenties, but rises to a 
level of only 10 millig-ams, thereafter de- 
clining to 6 or’7 by age 35. 

These and other facts from the Kinsey 
volume on females must be carefully evalu- 
ated in terms of the distorted sample from 
which they are derived and in view of sta- 
tistical limitations”. Readers should be par- 
ticularly wary as they examine data or read 
interpretations of data which are based upon 
the “accumulative incidence technique” as de- 
scribed in the analysis of the volume on 
males which appeared in this Journal earlier 
(3). As there described : 


The technique used for expansion of the data is, 
briefly, to treat each case as if it were an additional 


2 Most of the strictly statistical limitations were 
exhaustively analyzed in Statistical Problems of the 
Kinsey Report, a 2-volume, mimeographed summary 
prepared by the Commission on Statistical Stand- 
ards of the American Statistical Association, 
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case falling within each previous age group or 
previous experienced category. Thus, a man who 
was 45 at the time of the interview would provide 
a case for each age group previous to that, and if he 
was married at the time of interview would consti- 
tute a case for the single category tabulations in 
the years before he was married. The authors at- 
tempt to justify this technique upon the basis of 
evidence as to the persistency of sexual patterns 
from generation to generation, assuming that a man 
who was 15 years of age 30 years ago can be 
counted in the calculations as though he were 15, 
16,17... 45 years of age today. This “accumula- 
tive incidence technique” is the basis for most of the 
generalizations regarding sexual behavior of the 
entire male population of the United States. It can 
be applied with least danger of error to determine 
if given individuals have engaged in specific acts 
once during their lifetime. However, since most 
people engage in multitudinous types of behavior, 
many of which are mutually contradictory, informa- 
tion about any one type is of little value in de- 
scribing actual social relationships or patterns of 
behavior. Most people were infantile when they 
were infants, childish when they were children, and 
adolescent when they were in their ’teens, and such 
a technique would demonstrate these facts with 
reasonable accuracy. It could be used to demon- 
strate that 100% of the population is “selfish” (has 
engaged in selfish behavior), but it would also show 
that 100% of the population is “unselfish.” ... 
Thus the technique has serious limitations if it is 
used as a basis for attempts to describe human 
behavior rather than to enumerate specific acts. 


As indicated in this excerpt, use of the ac- 
cumulative incidence technique in the volume 
on males was presumably justified by the au- 
thors through their assertions that the sta- 
bility of sexual behavior warranted its em- 
ployment. In the volume on females the 
marked changes that have occurred in sexual 
behavior are acknowledged by the authors, 
but the technique is still used. 

Despite these and other limitations, the 
collection and statistical processing of over 
11,000 records represents a prodigious fact- 
finding and reporting task, a task to which 
years of painstaking effort have been devoted, 
a task whose product, for good or ill, exerts 
an influence upon society which must be 
seriously weighed. 

As a disappointing documentation to 
dampen the fantasies of younger males, as 
confirmation of the grumpy suspicions of 
veteran husbands, the data that describe the 
wide behavioral and psychological differences 
between the sexual responses of the sexes— 
differences even further augmented by the 
irregular and discontinuous nature of fe- 


male responses—constitute the most striking, 
though hardly new or surprising, facts of the 
second Kinsey report. 


THE FANTASY 


In lectures, in correspondence, and in in- 
terviews associated with the first volume, 
Professor Kinsey repeatedly and emphati- 
cally declaimed that his only interest was in 
“the fact,” staunchly disavowing reformistic 
pretensions. His preface reaffirmed his 
avowed aim “. . . to accumulate an objec- 
tively determined body of fact which strictly 
avoids social and moral interpretations of the 
fact . . . indeed scientists have no special 
capacities for making such evaluations” (p. 
5). To be sure, several of his interpreters 
and promoters translated his findings into 
social and moral evaluations, one gleefully 
proclaiming “. . . next, we shall teach tech- 
niques . . .,” but the first volume was gen- 
erally received and perhaps is still thought 
of primarily as an impressive collection of 
statistical facts. Though a number of those 
who analyzed the book pointed out that much 
of it, despite the explicit denial, actually was 
devoted to evaluative interpretation, yet the 
facade of a dispassionate presentation of ob- 
jective fact persisted. 

Stepping boldly forth from behind the pro- 
tective facade of simple fact-finder Profes- 
sor Kinsey now admits, or possibly belatedly 
recognizes, that his aim is not only to de- 
scribe what people do sexually but also “. . . 
what factors may account for their patterns 
of sexual behavior, how their sexual experi- 
ences have affected their lives, and what so- 
cial significance there may be in each type of 
behavior” (p. 3). Hopefully the jacket pro- 
claims that the impact of the book “. . . will 
be felt immediately in such problems as sex- 
ual adjustment in marriage, sexual education 
of children, and social control of sexual 
offenders.” 

Simple fact-finding is no longer the goal. 
Now the search has admittedly branched out 
into psychological areas of causation, into 
analysis and interpretation of attitudes, and 
into moral and sociological areas. The facade 
removed, what pattern of evaluation now re- 
veals itself? Down what paths does the in- 
terpretation lead? What proposals does the 
book contain that their “immediate” impact 
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should be thrust upon marriage and upon 
child rearing? Persistent hammering at 
Judeo-Christian legal and moral codes in the 
first volume fashioned only a rough outline, 
but these continued blows are combined in 
the second volume to reveal a form of repre- 
sentation which creates an image, an image 
of a new society, a fantasy. With little loss 
to the essence of the interpretation we can 
ignore the minor and halting excursions into 
the area of attitudes, and after only a brief 
glance at the interpretation of causal factors, 
focus and ruminate upon the matter of social 
interpretation and evaluation. 

Conditioning is, in effect, the causal fac- 
tor, the “cause” of restraints imposed upon 
sexual behavior, the “cause” of individual 
differences in sexual behavior and, most im- 
portantly, the “cause” for the extreme differ- 
ences between the behavior and psychological 
reactions to sex as male reactions and behav- 
ior are contrasted with female. Throughout 
the book the concept of conditioning appears 
as the causal factor. Within 8 pages in the 
chapter on “Psychological Factors in Sexual 
Response” the concept appears some 25 
times. A most extreme illustration of this 
supposed conditioning is: 

The male who reacts sexually and comes to 
erection upon seeing a streetcar, may merely re- 
flect some early experience in which a streetcar 
was associated with a desirable sexual partner; 
and his behavior may be no more difficultsto ex- 
plain than the behavior of the male who reacts 
at the sight of his wife undressing for bed. There 


may be more social advantage in the one type of 
behavior than the other (p. 646). 


Even were Pavlov the conductor and 
Watson the motorman, this streetcar called 
Desire is way off the conditioning track! 

While the notion of conditioning has some 
value as a clue to a partial explanation of 
some aspects of behavior, few psychologists 
would now accept its employment in the 
broad all-powerful sense as in this Kinsey 
volume. Some 30 years ago, upon publication 
of John Broadus Watson’s Behavorism, the 
ordinarily restrained New York Times hailed 
the technique of conditioning advocated by 
Watson as presaging “The dawn of a new 
era,” but in the annals of psychological in- 
vestigation the notion that people could be 
easily and permanently conditioned into any 
desired mold soon faded into the limbo of 
discarded theory. 


The path, the highroad to the brighter fu- 
ture emerging in Professor Kinsey’s fan- 
tasies, was long since posted with signs 
marking it as a dead end. Suppose, however, 
we ignore this impassible route and assume 
that some other course of re-education will 
lead to the desired goal. 

Once the Judeo-Christian moral and legal 
codes relating to sexual behavior have been 
removed as restraining influences we shall as- 
sume that people can be trained so as to at- 
tain ideal sexual adjustment and, thereby, in- 
creased happiness. In general terms this fan- 
tasy is a society in which any form of sexual 
behavior indulged in by any person, at any 
time, is to be viewed as normal. The sole 
criterion is hedonistic—is the pleasure de- 
rived greater than the pain? Neither homo- 
sexuality nor premarital coitus would be 
legally punished or socially condemned. 

In this brave new society all forms of sex- 
ual behavior will be normal, and it is difficult 
to avoid the impression that the forms which 
are now condemned will be somewhat “more 
normal” than the socially condoned. 

Though, for illustration, some 80% of the 
children who had been sexually molested by 
adults had been emotionally upset, in most 
instances the upset was only comparable to 
that experienced upon seeing a spider (pro- 
vided they had been adversely conditioned to 
spiders). Cultural conditioning conveyed 
by the warnings of parents and teachers ac- 
tually (so we are told on p. 121) causes the 
upset. The fuss which parents make over 
such molestations do more damage to chil- 
dren than the act itself, while without such 
conditioning it might have “. . . contributed 
favorably to their later socio-sexual develop- 
ment.” As for our attitude toward homo- 
sexuality, we shall be reconditioned to appre- 
ciate that the choice of a partner of the same 
or of the opposite sex in sexual relations be- 
comes significant “. . . only because society 
demands that there be a particular choice in 
this matter, and does not so often dictate 
one’s choice of food or of clothing”(2, p. 
661). Our new enlightenment will include an 
appreciation that the old codes prohibited 
sexual activity by women prior to marriage 
“. . . primarily because they threatened the 
male’s property rights in the female whom 
he was taking asa wife . . .” (p. 322). Even 


the most romantic will now be aware that 
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those olden desires that females be virgin at 
the time of marriage were “. . . comparable 
to the demand that cattle or other goods that 
he bought should be perfect . . .” (p. 322). 

Particularly pronounced in the presenta- 
tion of the second volume is the beneficial ef- 
fect of premarital sexual experience for fe- 
males. Such experience, it is emphasized 
. provides an opportunity for the fe- 
males to learn to adjust emotionally to va- 
rious types of males (p. 266). In addition, 
we are told, it may well contribute to the ef- 
fectiveness of one’s other, nonsexual, social 
relationships (p. 327), and that many fe- 
males will thus learn how to respond to socio- 
sexual contacts (p. 115). In addition, such 
premarital sexual experience should contrib- 
ute to development of emotional capacities 
(p. 328) in a more effective way than if they 
are learned after marriage (p. 328). Avoid- 
ance of premarital sexual experience may 
lead to inhibitions which damage the capacity 
to respond so much that taney may persist 
after years of marriage “. . . if, indeed, they 
are ever dissipated” (p. 330). 

From the mists of fantasy there now 
emerges the brave new sexual society of Pro- 
fessor Kinsey. Many would obtain more 
sexual pleasure in this new society than they 
now do, and other benefits would accrue to 
some types of people. Single males would, 
as a group, probably derive the greatest bene- 
fit, and married males would appreciably in- 
crease their extramarital affairs. Persuasive 
evidence from the volume on females indi- 
cates that with premarital sexual relations 
condoned, if not encouraged, a smaller per- 
centage of wives would be frigid. Homosex- 
uals would no longer fear arrest and, with 
removal of the social stigma attaching to 
their practices, they would be freed of guilt 
feelings. Adult molesters of children could 
sleep the sleep of the just, proud that their 
activities may have contributed favorably to 
the later socio-sexual development of the 
child. 


THE FANTASY AND THE Facts 


Many questions arise as one dwells on the 
fantasy of the brave new sexual society. 
Why get married? Expanding somewhat be- 
yond the area encompassed by Kinsey, but 
proceeding only moderately further along the 
paths of realism and rationality (actually a 


pseudo-rationality and a very unrealistic real- 
ism) we soon arrive at the point where this 
question must be given serious consideration. 
Females have the incentives of economic as- 
sistance and social status to be derived from 
the arrangement, but—accepting the new 
realism and the facts—what advantages do 
males derive? Why should males assume the 
financial obligations, accept the personal re- 
strictions, yield to the social demands which 
we have been told some wives impose upon 
their husbands? 

As of yore, such burdens were assumed 
because of romance, a sense of social obliga- 
tion, the desire to establish a family, or for 
similar reasons, but now such notions are ob- 
solete. Now relations between the sexes are 
established upon a rational, a hedonistic basis, 
in which the pleasure derived is to be care- 
fully weighed against the pain or annoyance 
involved. Why not presume that the incen- 
tive for males to marry will be appreciably 
diminished as sexual opportunities outside of 
marriage increase, especially in view of the 
widespread and quite possibly innate male de- 
sire for variety in sexual experience? A fur- 
ther decrease in the new “realistic” incentive 
to marry should take place as males become 
aware of the facts which reveal that no mat- 
ter how much experimentation the female 
has indulged in before marriage the odds are 
that she will soon refrain from variety after 
marriage and settle down to a routine in 
which both performance and frequency, 
though somewhai influenced by the desires of 
the husband, will be essentially determined by 
the wife. 

What to do with the illegitimate children? 
Some 18% of the females who engaged in 
premarital sexual activity became pregnant. 
Some of these later married the presumed 
fathers, but others did not. Increased train- 
ing in the use of contraceptives might con- 
tribute to some reduction in this figure, but 
greater promiscuity might serve to increase 
the extent of the problem. Many of these 
postpregnancy marriages, moreover, may 
well have been entered into by couples with 
a sense of social responsibility and a feeling 
of moral obligation which would be looked 
upon as archaic in the new order. 

Should college administrators (as was sug- 
gested by a college newspaper after publica- 
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tion of the volume on males) provide facili- 
ties for students to indulge in their sexual 
desires so that the “conditioning” associated 
with such premarital experiences would be 
most favorable? 

Failure to assess properly the balance of 
physical pleasure against psychological re- 
straints and financial pain will still lead some 
into marriage, and stubborn and unenlight- 
ened adherence to archaic codes will forge 
permanent marital bonds for the eccentric, 
the deviants, the abnormal. 

Since practically all of the mammals that 
constitute the basis for “normality” in the 
Kinseyian view form only temporary rela- 
tions with their mates, why should any large 
percentage of humans be so exceptionally 
“abnormal” as to form permanent unions ? 

Many similar questions arise as to whether 
morality is to be determined on a statistical 
basis or whether it should be considered as 
an ideal standard designed to serve as a goai 
even though there is full realization that vio- 
lations exist. Statistically disease is common 
but we still strive for good health. Statisti- 
cally mental disorder is prevalent, but we still 
uphold the ideal of sanity. Criminality is 
quite common, and we could further demon- 
strate that the majority of specific crimes 
result in financial gain rather than in punish- 
ment, yet few parents would raise their chil- 
dren to accept, much less train them to profit 
from, this statistical reality. Such questions, 
while pertinent and important, require much 
exposition, so we shall address ourselves to 
a specific aspect of the fantasy, that dealing 
with the relationship between female pre- 
marital sexual relations and: their marital 
adjustment. 

While the facts—always remembering the 
selectivity of the contributing group, and the 
misleading nature of the accumulative inci- 
dence technique which make the facts of 
limited applicability—do indicate that an ap- 
preciably smaller percentage of “frigid” 
wives were found among those who engaged 
in premarital sexual activity, only 74% of 
those with the most promiscuous experience 
attained orgasm in more than 60% of their 
marital relations during the first year. By 
the fifth year of marriage, those who had re- 
frained from premarital coitus had a degree 
of “sexual adjustment” which compared 


favorably with those who indulged in such 
activity. Females who engaged in masturba- 
tion have a generally higher percentage of 
“sexual adjustment” within marriage than 
those who engage in premarital coitus. 

Though, as in the volume on males, Pro- 
fessor Kinsey in several places denies any ap- 
preciable increase in socially condemned sex- 
ual behavior, referring to “few changes,” “not 
substantiated,” and “newspaper generated 
hysteria,” his findings again indicate that we 
are taking giant strides as we race headlong 
toward the brave new sexual society. Both 
within marriage and prior to marriage vir- 
tually all of the condemned forms of sexual 
activity, from “deep” kissing to adultery, 
show large increases. These increases in sex- 
ual liberty (or license), though indulged by 
all younger groups, appear to be most pro- 
nounced among the higher educated. Such 
striking increases, such a gloriously grand 
expansion in the practices which supposedly 
lead to socio-sexual adjustment, should now 
show their effect. Particularly effective 
should be the highly recommended increases 
in premarital sexual relations. Having in- 
creased, not slightly but now being 2 or 3 
times as common as in earlier years, the 
greater liberty should now reflect its salutary 
influence. Apparently, however, the prom- 
ised results are chimerical—they fail to ma- 
terialize from the fantasy. 

While the facts are multitudinous and the 
form of presentation combines with the mul- 
tipticity of fact to make this aspect of our 
analysis debatable, the indications sezm to be 
that differences in sexual drive rather than 
particular premarital experiences more nearly 
explain the lower incidence of “frigidity” 
which appears when some females are com- 
pared with others. Those females with 
greater drive find outlet of one sort or an- 
other, and no particular “conditioning” need 
be adduced to explain that few of them are 
“frigid.” If “conditioning” is involved, ap- 
parently masturbation is most effective—and 
no pregnancies have yet been reported from 
this practice. On the basis of his own figures, 
Professor Kinsey’s repeated implications that 
premarital coitus enables females to learn to 
adjust physically and emotional within mar- 
riage is not substantiated. Bluntly, we have 
much more immorality with but minor 
change in marital adjustments. 
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This interpretation, stressing innate indi- 
vidual differences which are only moderately 
altered by particular experience, is supported 
also by the finding that those with college or 
graduate education, though most “advanced” 
in the extent and variety of both premarital 
and marital sexual experimentation, have not 
the highest, but the lowest rate of marital 
sexual activity with their spouses. Even 
more striking is this finding, so contrary to 
the fantasy, when it is realized that: (1) 
these college-educated females have had the 
supposed benefits of sex education ; (2) since 
lower marriage rates prevail among college 
females, those who do marry should be more 
favorably disposed toward sex than a less 
selective group of wives; (3) they are adept 
at verbalization; knowing that females are 
supposed to be sexually responsive, they may 
expand upon the degree of their marital per- 
formance. Reviewing the poor record in view 
of such considerations may give one pause 
to wonder—are they being emancipated sex- 
ually, or are they being emancipated from 
sex? 

Repeatedly stressed throughout the volume 
is the repressive and negative conditioning 
effect of religious traditions and devout re- 
ligious adherence. Factually those devoutly 
religious are much more restrained in their 
premarital behavior. Yet within marriage 
this supposedly adversely conditioned group 
shows no significant difference, either in fre- 
quency or response, when compared with: re- 
ligiousiy inactive females. They do, however, 
differ appreciably in limiting their sexual ac- 
tivities to relations with their husbands. 

In short, it appears that if a female has 
normal sexual drives, little or nothing can be 
learned through premarital coitus that cannot 
equally well be learned in the first years of 
marriage. Unless there be some quaint virtue 
in vice, premarital sexual experimentation by 
females is no great asset to marital adjust- 
ment. 

In the vernacular of advertising and enter- 
tainment the fantasy must be purchased as a 
“package deal.” Supposed beneficial effects 
of premarital experience are questionable 
and, at best, moderate. But even if they do 
exist, they cannot be bought separately. To- 
gether with questionable advantages we must 
accept several conditions which some people, 


due to their archaic adherence to Judeo- 
Christian moral codes, may resent. Twice as 
frequently as those who abstain, the females 
who engage in premarital coitus also engage 
in adultery. Females who have benefited by 
a college education engage in adultery and 
other nonmarital sexual acts more frequently 
than others. Devoutly religious females, de- 
prived of the supposedly beneficial effects of 
premarital experimentation, but with a mari- 
tal sexual performance comparable to that of 
their emancipated “inactive” sisters, engage 
in adultery in much smaller proportion. 

Studies of trends in sexual behavior, in- 
cluding Professor Kinsey’s, amply attest to 
the delusive nature of the notion that our 
sexual behavior is severely restricted by mid- 
Victorian, Judeo-Christian or other rigid 
codes. Increases of great magnitude have oc- 
curred in practically all of the socially con- 
demned forms of sexual behavior. In free- 
dom and variety of sexual liberty (or li- 
cense) we have been for years engaged in 
practices which should have “conditioned” 
females to be more responsive, to be less 
markedly different from men in their marital 
sexual relations, yet the major differences 
show no appreciable change. Most remarka- 
bly of all—as we reap the rewards of in- 
creased female adultery, increased premarital 
activity, increases in all forms of experimen- 
tation—we find not an increase, but a per- 
sistent decrease, decade by decade, in the fre- 
quency with which the increasingly emanci- 
pated wives engage ir sexual relations with 
their more enlightened, more considerate, and 
increasingly deluded husbands! 

It is conceivable that the trend, which 
thus far lends precious little support for 
the fantasy of a brave new sexual society 
in which females respond in the same man- 
ner and to the same degree as males, may 
be reversed upon further homeopathic ad- 
ministering of the “conditioning” remedy. 
Thus far the treatment has resulted in at 
best minor relief while the side-effects erupt 
in disturbing fashion. An open mind de- 
mands admission of the possibility that the 
fantasy can become reality. In appreciable 
measure it is becoming reality. Who, but a 
short time ago, would have dreamed that 
cigarette-smoking, bar-hopping, pants-wear- 
ing females would operate streetcars and 
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taxis, weld steel, and serve in the armed 
forces? Perhaps little girls can be “condi- 
tioned” toward erotic responsiveness and 
sexual dalliance instead of homemaking, child 
bearing and rearing, premarital chastity, and 
marital fidelity. Perhaps the minor gains of 
somewhat decreased marital frigidity com- 
pensate for the increases in premarital im- 
morality, in adultery, and in the decline in 
marital sexual performance. On the other 
hand the admittedly somewhat unrealistic 
ideal which exalts females as being endowed 
with qualities particularly qualifying them 
for a role as guardians of the sexual mores 
may have some value. 

Under one alternative females would rely 
upon frantic, albeit sporadic and usually fu- 
tile, attempts to become equal sexual partners 
with males. Under the other they might at- 
tain romance before marriage and respect 
and devotion within marriage through chas- 
tity, through the very differences which en- 
dow them, in addition to capabilities for 


greater sexual restraint, with charm, with 
grace, with other sometimes irritating but 
frequently endearing qualities which make 
Mona Lisa’s smile a mystery still. Old fash- 
ioned or not, there may be some marital and 
socially integrative value in viewing females 
as women—perhaps even as ladies. 

The choice is fairly clear, but the decision 
—whether to accept the lessons of civilized 
history, to adjust male and female relations 
within a framework of the factual differ- 
ences, or to continue our daring voyage 
through the mists of fantasy to Professor 
Kinsey’s brave new sexual society—cannot 
long be postponed. 
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HISTORICAL NOTES 


“Hie und da mal ja; bin aber doch kein 
Schleifapparat.”? Nissl was referring good 
naturedly to one of the graduate students 
in his laboratory who had difficulty in keep- 
ing a good cutting edge on his microtome 
knife and had repeatedly asked the chief to 
sharpen it for him. 

In Nissl’s laboratory at the Heidelberg 
Clinic—a cubicle hardly bigger than the old- 
style hall bedroom—there was space for only 
3 workbenches at the windows in addition to 
the window space at the end of the room re- 
served for the chief. The 3 students who 


Nissl, extreme left; Kraepelin, extreme right; 
Alzheimer, directly behind Kraepelin. 


worked daily in the laboratory at the time of 
which I speak constituted an international 
group. There were Campbell from Edin- 
burgh, Devaux from Paris, and Farrar from 
Baltimore. An extra table had been arranged 
for a fourth student who was from Poland. 
He was the one with the knife trouble and 
his visits were irregular.” 

Nissl lived in the hospital. He occupied 


1“Once in a while I don’t mind; all the same I’m 
not a grindstone.” 

2 Workers in Nissl’s laboratory were expected 
to become proficient in technique. They purchased 
their own microtome knives and were responsible 
for keeping them in prime condition. They received 
fresh autopsy material, put it through the various 
processes, cut and strained their own sections for 
study. 


I REMEMBER NISSL 


spacious quarters above the laboratory—a 
combined bedroom and study. Here he 
burned the midnight oil, and the morning oil 
too, writing his exceedingly careful and de- 
tailed histological and histopathological stud- 
ies of the cerebral cortex.* After prolonged 
overwerk with insufficient rest Nissl col- 
lapsed one day and for some time was con- 
fined to bed. Professor Kraepelin, chief 
of the clinic, was concerned over the ir- 
regular hours and the health of the inde- 
fatigable Nissl—he was unmarried. Meet- 
ing the chief in the corridor as he was 
coming from Nissl’s room one evening I 
inquired how he found the patient. ‘Mak- 
ing progress” was his laconic reply, and 
then turning to me he abruptly asked, “Sind 
Sie verheiratet, Herr Kollege?” “Noch 
nicht, Herr Professor.” “Well,” rejoined 
Kraepelin, “when you return home, marry 
as soon as you can and get it over with; 
dann kénnen Sie ruhig weiter arbeiten.” 
Happily Nissl was up and about again in 
a short time and as tireless as ever. But let 
us return for a moment to his room. He 
was a forthwright person, steeped in his 
science, who confined his interests mainly to 
matters of this world. With ecclesiastical 
formalities he had little patience. He had 
removed a crucifix that originally hung on 
the wall above the bed and in its place had 
fixed a framed motto of his own devising. 
Borrowing a word from Voltaire, he rein- 
forced it with a vehement German phrase of 


8 The first volume of his Histologische und His- 
topathologische Arbeiten iiber die Grosshirnrinde 
mit besonderer Beriicksichtigung der Pathologischen 
Anatomie der Geisteskrankheiten was published in 
1904. This remarkable 500-page volume contains 
but 2 articles—one by Alzheimer and one by Nissl, 
demonstrating both the fine and gross anatomy of 
the cortex in dementia paralytica. They are illus- 
trated by exquisite drawings in color of oil-immer- 
sion pictures of cortical elements and photomicro- 
graphs to show gross changes in cortical structure. 
Together they present probably the best study of 
its kind that has ever been made of a disease that 
is happily less frequent now than when this work 
was done. 


6a1 


a, 

4 

Ae 
i 

be 

ine 

— 

q 

4 
t ‘ 
‘s 
: 

: 
hh 
|| 
of 


622 


HISTORICAL NOTES 


[Feb. 


mere or less similar meaning. The result 
was like this: 


ECRASEZ 
ROTTET SIE AUS 


Nissl had come from a little town to the 
south. The parish priest there, he said, had 
been concerned about the welfare of his soul. 
Sometimes the priest would have occasion to 
visit Heidelberg and, still concerned, would 
drop in to see Nissl. The Herr Professor 
would receive him with good humor but with- 
out absorbing much of his admonition. Re- 
calling the incident later in conversation, he 
would remain reflectively silent for a mo- 
ment ; then a chuckling ejeculation, “dummer 
Kerl.” But there was no malice in the ex- 
pression, almost no disparagement, just a 
matter-of-fact remark, much as when the 
findings of another writer on the cortex that 
he considered the result of faulty observa- 
tion would bring forth the benevolent growl, 
“Ach, der existiert nicht fiir uns.” 

The story of Nissl’s staining technique— 
the “‘Nissl stain”—and the association of his 
name with the deeply stained particles scat- 
tered through the cytoplasm of the nerve 
cells—the “Nissl bodies”—is fairly well 
known. The perfecting of the methylene 
blue staining method had occupied Nissl al- 
most 10 years. Here, as in so many other 
fields, one of the important steps was the re- 
sult of pure accident. Methylene blue pic- 
tures of cellular structure in the cortex were 
vastly superior to those obtained by any other 
method but they were disappointingly im- 
permanent; at this juncture a colleague in 
bacteriology had told Nissl of his own lack 
of success in achieving a durable stain of an- 
thrax spores. One day, re-examining some 
slides that had been thrown accidently into 
the laboratory sink where they had come into 
contact with soapy water, he found the stain- 
ing result greatly improved. Acting upon this 
hint, Nissl added Venetian soap (made with 
pure olive oil) to his stain and was gratified 
by similar results—much more durable prep- 
arations. In 1890 he was able to make pub- 
lic his finally perfected staining technique. 
He had laid the foundations of histopathol- 


ogy,* and together with his long-time friend 
and associate, Alzheimer, had created a path- 
ology of mental disease. 

Nissl had come to Heidelberg at Kraepe- 
lin’s call in 1896 to set up and direct the 
pathological laboratory. When Kraepelin left 
to take over the direction of the newly 
founded Deutsche Forschungsanstalt fiir 
Psychiatrie at Munich, Nissl succeeded as 
professor of psychiatry at Heidelberg. Krae- 
pelin drew heavily upon Nissl for the path- 
ological portions in his encyclopedic Psychi- 
atrie. 

The personalities of these 2 men offered 
many contrasts. Both were friendly, hospi- 
table, generous with their time, devoted to 
the interests of their students upon whom 
they exercised a tremendously stimulating 
influence. But Kraepelin was more reserved, 
perhaps a little aloof at times, not cold but 
self-contained, self-controlled. He com- 
manded respect as the greatest teacher of psy- 
chiatry of his time ; he was never what might 
be called easy or familiar. Nissl displayed 
rather more those companionable qualities. 
His nature was flexible and out-going and 
his capacity for humor just a little wider. 
One felt more at ease with him; the distance 
between was shorter, soon hardly any dis- 
tance at all. Kraepelin was a total abstainer ; 
Nissl enjoyed his beer. 

He was of stocky build, deep-chested, 
round-headed, with short thick neck, all the 
characteristics of the Alpine stock. A purple 
birthmark over one cheek was later covered 
by a beard. 

Nissl’s lectures were something special. 
He would come into the lecture room wear- 
ing an old, short laboratory coat of nonde- 
script hue, the real color of which would be 
more obvious after a trip to the laundry. 

“Meine Herren!’. . . At first the slow, 
deliberate speech was not very stirring; but 
soon the speaker had warmed to his subject, 
his face would light up, the lecture room 
seemed forgotten ; unmindful of his hearers 
he was traveling through a country that he 
knew and loved. That country was die nerv- 
dse Grau. Its indwellers were the nerve cells 


4 Nissl published his description of the structures 
that came to be known as the “Nissl bodies” in 
Neurolog. Centralblatt in 1894; the title of his 
paper: Ueber die sogenannten Granula der Nerven- 
sellen. 
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with their lines of communication, their sev- 
eral levels and districts and stations, the glial 
elements and their relationships, the irriga- 
tion channels that served the whole. Gazing 
over the heads of the rapt listeners—for 
these were all new things in those days— 
Nissl might be communing with himself, or 
as his glance rested in a remote corner of the 
ceiling was he addressing a cherub that sat 
there and smiled back at him? Be that as it 
may, for those who sat there the intricacies 
of the microscopic structure of the cerebral 
cortex were being opened as never before 
and the impressions of that lecture-hall have 
lived vividly in memory these many years. 
It was a remarkable experience. 

Nissl’s vocabulary had peculiarities of its 
own too. He had 2 pet words that meant 
anything he wished them to mean. They 
were often put to use—to the amusement of 
those who understood, to the amazement of 
those who did not. These words were 2 fem- 
inine nouns—die Réhre and die Motzung. 
The occasion might be a small staff group 
enjoying a late evening snack at a Bierkellar. 
Pointing to the salt, Niss] would say to his 
neighbor, “die Réhre, bitte’; which having 
received, “dann, die Motzung,” and the pep- 
per would be passed to him. Or cigarettes 
and matches might be respectively “die Réhre 
und die Motzung.”*® Or again in the labora- 
tory, explaining some subject, he would con- 
clude, “und das ist die Kéhre,” meaning that’s 
how it is. If a stained section did not show 
up satisfactorily or any technical process did 


5 A lesson might derive from these 2 Nisslisms 
if we cared to learn it. The words had no con- 
textual meaning and yet each time as used their 
meaning was specific and unequivocal. They would 
mean the same to any auditor. And this reminds 
us that many words that we hear bandied about in 
such common fashion, often in such questionable 
company, and purporting to carry vital messages, 
really have no specific meaning whatever, and may 
convey the most varied implications. Such a word 
can actually signify direct opposites, according to 
the intelligence, the prejudice, the opportunism, or 
the malice of the speaker. What does “democracy” 
mean, or “public welfare,” or “religion,” or “truth,” 
or “freedom,” or “equality,” or “peace,” or “honor,” 
or even “wisdomo”? Nissl’s pet words were harm- 
less, also amusing. Many another word, whatever 
honest sense it may have borne originally, has been 
so debased in contemporary misuse as to be down- 
right mischievous, expressing fact or falsehood or 
confusion interchangeably. 


not turn out as expected it was not the op- 
erator who was at fault. “Tiicke der Object!” 
Nissl would mutter. 

Of all the colorful associations with Nissl 
during a 2-year period the most dramatic 
was a trip to Paris together. However allur- 
ing the subject of this visit, I can here men- 
tion only one or two striking features. 

A visit to Ste. Anne’s Hospital where Pro- 
fessor Magnan presided was one of our main 
objectives. Devaux who had earlier returned 
to Paris joined us on this occasion. Magnan 
felt highly honored by the visit of the great 
German professor and dropped everything 
to give us a field-day in his clinic. In a way 
also Nissl’s visit was a challenge. It was 
necessary to show that there was such a thing 
as French psychiatry. Germany being the 
traditional enemy, the rising tide of Kraepe- 
lin’s prestige could not but awake some ad- 
verse sentiments, and the Kraepelinian syn- 
thesis, dementia praecox, had not found much 
favor in France at this time, was indeed re- 
garded with a sharply critical eye. And Nissl 
was a German and a Kraepelinian. 

The high point of the day was a brilliant, 
detailed demonstration of a very special case 
by Magnan himself. The master of Ste. 
Anne’s had given much study to the slowly 
advancing paranoidal conditions which he 
had erected into a disease sui generis and to 
which he gave the name délire chronique a 
évolution systematique. He had devoted a 
book to this disease. The patient he demon- 
strated that afternoon was an indubious ex- 
ample. 

Nissl listened with closest attention, now 
and then nodding appreciatively as the 
Frenchman made some fine psychological 
analysis of symptoms. The presentation com- 
plete, Magnan hopefully awaited Nissl’s com- 
ment. It was brief and to the point: “Ein 
ganz typischer Fall von Dementia Praecox.” 

German percipience and French sensibility 
are two different things. Nissl was seem- 
ingly quite unaware that his laconic and de- 
finitive statement had carried an affront. 
Magnan fell silent. The visit did not last 
much longer, and we took our departure. 
French courtesy wonderfully tempered the 
chill in the atmosphere. The aftermath we 
learned next day. Devaux told us that when 
the door closed behind us Magnan had gone 
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to his office, bowed his head over his desk, 
and wept. No one could have shown more 
astonishment than Nissl on hearing this. 
“What didIdo... ?” 

A rather different Paris excursion with 
Nissl was the ascent to the summit of the 
Eiffel Tower. It was a fairly clear day and 
the horizon was remote, and yet that horizon 
did not hem in the great city. Let the eye 
reach as far as it would on every side, there 
still was Paris stretching beyond. It was a 
prodigious spectacle and at first we found no 
words. Then Nissl spoke. He recalled that 
der liebe Herrgott had counted the hairs on 
all the heads that might be within our range 
of vision—a stupendous mathematical feat 
even for an adding machine. Then, ponder- 
ing the matter, he concluded that for register- 
ing such a mass of details, “dann miisste der 
liebe Herrgott eine Rinde haben so dick wie 
von hier nach Heidelberg.” ® 

There was something Peter Panish about 
the Herr Professor off duty, and I hope it 
may be said without irreverence that Nissl 
in Paris was not altogether unlike a young- 
ster at a performance by Barnum and Bailey. 


6“. . . the dear God would have to have a cortex 
as thick as from here to Heidelberg.” 


At an evening of the Medical Historical 
Club of Toronto recently, with Nissl as topic, 
after some of his Parisian experiences had 
been related, one of the members commented 
that only daylight doings had been mentioned. 
Were there no nocturnal ones? One could 
only reply with the words of Nissl himself 
at leave-taking as he was returning to Heidel- 
berg. After two years of such close and re- 
warding association this was to be the last 
time that I would see him and there was not ‘ 
missing a note of sadness in saying goodbye. 
But the leave-taking must not be somber, and 
I chanced the remark that all the friends at 
home would eagerly await from him a full 
account both of the Paris days and the Paris 
nights. How about the Paris nights? A vig- 
orous head-shaking and a grin like Fernan- 
del’s when asked—Does the average French- ) 
man still pinch pretty girls in a crowd ?—and 
Niss] pronounced: “Ach, Herr Kollege, | 
dariiber fallt ein Schleier.” 
The final Schleier fell over Nissl the same 
year that Osler died. The year was 1919. 
So these are some of the cherished mem- 
ories of a great scientist, a great teacher, a 
great friend. 


C.B.F. 


take them; and I recover. 


“A MOI LA MEDICINE MAIS SANS LE MEDICIN” 


When Moliére was ill the King, Louis XIV, saw to it that he had the services of the 
court physician Mauvilain. The King later inquiring how the patient fared at the doctor’s 
hands, Moliére replied, “Sire, we talk together, he prescribes remedies for me; I do not 
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PRESIDENT’S PAGE 


As I sit and write, the New Year is rapidly 
approaching. My term as President is more 
than half over, and I have scarcely heard 
from a District Branch. To be sure, at the 
annual meeting the Assembly met and for- 
warded some suggestions to Council, and 
Dr. Abramson and several other representa- 
tives of District Branches sat with Council 
in October and were helpful in some im- 
portant deliberations. But communication is 
slow. It is desirable to develop facilities for 
speeding up communication. 

With the new year upon us, it is appro- 
priate to think of our directions, achieve- 
ments and needs. Alice asked—and we are all 
in Wonderland at times—Now, where shall 
I go from here? The reply came: Where do 
you want to get? There is the rub. People 
want to get different places in psychiatry. 
However, all agree that improved treatment 
for the mentally and emotionally ill in our 
public hospitals is a prime objective. The 
APA has held firmly to this goal—only last 
week came the news of the disruption of a 
program in one of our great states. Your 
society through its officers was immediately 
alive and responsive to the situation and 
moved in as tactfully and constructively as 
possible after much painstaking deliberation. 
This emphasizes a new suggestion your 
President has made, that we need a Flexner 
Report on Mental Health Programs in 
States—an analysis in an impartial study, 
probably by sociologists, of factors making 
for constructive function and factors making 
for breakdown. 

As to achievements of the past years—not 
just of this administration—we can think of 
the great contribution the Hospital Institutes 
are making. The thinking of these Institutes 
permeates psychiatry throughout the conti- 
nent. This is a tribute to the vision and zeal 
of our Medical Director, Dan Blain. Then 
the Central Inspection Board continues to 
function more extensively and more effec- 
tively. The Washington Conference on Men- 
tal Health in collaboration with the Mental 
Health Committee of the A.M.A. showed 
worthwhile explorations. The architectural 


grants will show results for years to come. 
Heaven knows, we need more buildings. But 
they will be functional, aesthetically appeal- 
ing, breathing warmth, friendliness and hu- 
manitarian impulses rather than presenting 
impressions of revolting, massive masonry, 
stressing force, restraint and regimentation. 
The Long Term Policy Commission has been 
hard at work looking toward change, looking 
at change, looking at needs, and guiding 
change after unbelievably long, time-taking 
deliberations—deliberations by men of very 
different: basic ideological and sociological 
points of view. This should be emphasized, 
because so often an occasional member of 
the Association will imply that policy is ar- 
rived at almost by impulse or clique con- 
nivance. A perusal of the names of the men 
on the Long Term Policy Commission, the 
Council, the Assembly, the Ad Hoc Com- 
mittee to Communicate with the Membership 
re National Headquarters (Potter, Barton, 
Cameron, Flicker, Noyes, Terhune, and 
Abramson and Bloomberg, ex-officio), and 
explore membership opinion re recommenda- 
tions of the Committee on the Permanent 
Home (made up of nine past presidents of 
very different complexion theoretically and 
geographically) ; the Ad Hoc Committee to 
Investigate Office Facilities in Washington, 
D. C. (Overholser, Davidson, Laughlin, 
Lebensohn, Morse)—a perusal of these 
names and others active in the Association 
seems to guarantee solid progress in the 
Association’s life. 

Alertness to the needs of the members is 
shown by the leadership of Austin Davies in 
providing health and accident insurance for 
the membership and looking forward to im- 
proved professional liability insurance. And, 
by the way, can’t we get in the habit of re- 
ferring to this insurance as “professional 
liability” instead of “malpractice insurance”’ ? 

The Committee meetings in October were 
successful but next year, with increased ap- 
propriation for full committee attendance, 
great things may be expected of our Com- 
mittees. 

Our Medical Director has just completed 
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a trip round the world. Personal contacts 
vitalize relationships and influence, which no 
amount of correspondence can achieve. The 
trips of American consultants are not just to 
interpret American psychiatry beyond our 
borders, but also to bring new light into our 
own dark places. Anyone who has heard 
Bartemeier, Bob Matthews, Hargreaves and 
John Rees talk recently will appreciate the 
importance of firsthand contact with foreign 
psychiatry. We await Blain’s reports with 
great interest. 

As to future needs, let us recognize that 
two great activities of the APA at present, the 
Hospital Institutes and the Central Inspec- 
tion Board, are striving for improvement of 
psychiatric services to the public. They rep- 
resent extensions of one of the great pur- 
poses for which our Association was founded. 
More financial support is needed for C.I.B. 
The Washington Conference showed the need 
for increased public information and inter- 
pretation of psychiatry. In my trips around 
the country, people are avid for information 
and interpretation—whether the groups are 
medical, lay, or even psychiatric. In many 
ways psychiatric practice is misunderstood, 
some attitudes are open to misconceptions, 
some are unwholesome. Our public relations 


need to be improved. Ways and means of 
stimulating more activity of local, peripheral 
grass-roots psychiatry are eminently de- 
sirable. This is a matter the District Branches 
can work on. Your President has made re- 
peated appeals for suggestions. He has re- 
ceived relatively few. The idea of having two 
top elected officers with more simultaneous 
activity was presented under the suggestion 
of “Two Presidents.” There is need for 
more personal contact between the central 
elected personnel and the constituent bodies. 
The District Branches and Assembly can 
profitably work on this. 

Headquarters, offices or building, seem 
desirable from many points of view. Re- 
sponses were encouraging to the President’s 
letter, the majority supporting Washington 
as a location. (As of December 23, 4448 ap- 
proval, 445 disapproval and 13 undecided 
have been received. ) 

The Association is active in an unbeliev- 
able number of undertakings. It has grown, 
survived crises, and there is every reason to 
believe it will continue to grow solidly in the 
coming years under the broad and wise guid- 
ance of the many who so generously contrib- 
ute of themselves to their professional Asso- 
ciation. 

KENNETH E, Appet, M.D. 
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COMMENT 


The October 1953 issue of The Journal of 
Mental Science, the official organ of the 
Royal Medico-Psychological Association, is 
designated as the Centenary Number. 

Dr. Alexander Walk, Co-Editor of the 
ea and Librarian to the Royal Medico- 

sychological Association, opens with a state- 
ment about the beginnings of the Journal. 
Unlike the situation in America where the 
national association and its official publica- 
tion came into being in the same year, the 
British association had been in existence 
twelve years before the first number of its 
official organ appeared, November 15, 1853. 
It is interesting to note that the name 
adopted by the British group was about as 
space-filling as that of the American counter- 
part. It was the “Association of Medical 
Officers of Hospitals for the Insane.” The 
new publication was first called The Asylum 
Journal, later The Asylum Journal of Mental 
Science, and eventually The Journal of 
Mental Science. 

Dr. J. C. (later Sir John) Bucknill was 
the first editor and he was solely responsible 
for it for ten years, during which he con- 
tributed some sixty papers to its pages. 

The birth of the Journal did not occur 
without pangs. Dr. Forbes Winslow had 
founded and published since 1848 his Journal 
of Psychological Medicine and he felt ag- 
grieved by what he considered unwarranted 
competition. He so expressed himself in his 
characteristic vigorous fashion: “Having 
embarked a capital of some thousand pounds 
in establishing this journal . . . it cannot be 
otherwise than mortifying that those who 
have never lifted their little finger to assist 
us, should, in 1853, attempt to injure the 
property of this journal by starting’a rival 
publication.” 


THE JOURNAL OF MENTAL SCIENCE CENTENARY 


The minutes of the Association’s annual 
meeting in 1854 contain this pleasing entry: 
“Dr. Forbes Winslow spoke of the Asylum 
Journal in the most handsome manner .. . 
he begged to move that “The best thanks of 
this Association be given to Dr. Bucknill for 
the manner in which he conducted the 
Asylum Journal.’” The foundations were 
well and truly laid and now in a spirit of 
amity the (later to become) Journal of Men- 
tal Science proceeded on its distinquished 
career. 

The second article in this Centenary Num- 
ber is by Dr. G. W. T. H. Fleming who for 
many years has been Editor-in-Chief. It is 
his Presidential Address delivered at the one 
hundred and twelfth annual meeting of the 
Royal Medico-Psychological Association. 
Dr. Fleming’s subject was “The Insane 
Root,” and his paper is an instructive his- 
torical review, with numerous illustrations, 
of the beliefs that men have held concerning 
the mandrake and its powers. Quotations 
from ancient herbals constitute an especially 
valuable feature of this contribution. The 
president suggested that his essay might be 
called “a side-line of psychiatry.” 

During its long career the Journal of 
Mental Science has had as its editors some of 
Britain’s most eminent psychiatrists—among 
the early ones such men as Maudsley, Lock- 
hart Robertson, Clouston, Hack Tuke, Sav- 
age, Rayner, and others—and in the hands of 
its present Editor-in-Chief, it maintains its 
pre-eminence. 

The American Journal of Psychiatry 
salutes its venerable and highly respected 
contemporary publication, the Journal of 
Mental Science, now prosperously embark- 
ing on its second century. 


There has been much discussion, not all 


of it conspicuously illuminating, of the 


criteria by which it shall be decided whether 
a person accused of an act legally defined as 


CRIMINAL IRRESPONSIBILITY 


a crime shall be held accountable for his act 
and therefore punished, or not accountable 
by reason of mental disability. 

Much of this discussion has related to the 
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M’Naghten Rules formulated after months 
of study by the British judges in 1843. Cri- 
tics of these rules remind us that much 
knowledge concerning psychiatric conditions 
has accumulated during the hundred and 
more years since the M’Naghten Rules were 
set up and that they are therefore out of date. 
These arguments as voiced from time to time 
show a notable similarity but the evidence on 
which they are based is not set forth with 
convincing clarity. 

Some statements relevant to this matter 
appear in the Cavendish Lecture, “The Doc- 
tor in the Witness-Box,” by Viscount Simon 
before the West London Medico-Chirurgical 
Society on May 11, 1953, and printed in the 
British Medical Journal of July 4, 1953. 

Viscount Simon draws attention to the dis- 
tinction which all concerned must keep 
clearly in mind between the function of the 
medical witness and that of the jury: 


The question for the’ jury is whether the accused 
was insane so as not to be responsible according to 
law. The crucial issue therefore is—What does the 
law regard as “criminal irresponsibility”? That is 
a legal, and not a medical, question. It cannot be 
answered by a doctor in the witness-box. It can be 
expounded only by the Judge on the bench who is 
summing-up to the jury. .. . Once it is realized that 
the question is a legal question—What does the law 
regard as excusing a murderer from responsibility ? 
—and that according to the present law a person of 
unsound mind may nevertheless be criminally re- 
sponsible, the criticism based on a supposed clash 
between medical and legal conceptions of insanity 
disappears. 


Paraphrasing the M’Naghten Rules the 
Cavendish Lecturer said: 


If a person does a criminal act and has the ca- 
pacity to know what the act is and to know that 
the act is one which he ought not to do, he com- 
mits a crime. 


Brushing aside the objection of antiquity 
Lord Simon continued : 


No doubt the science of psychiatry has made im- 
mense strides since the M’Naghten Rules were 
drawn up in 1843. . . . But in law, in determining 
who is to be treated as criminally irresponsible, 
must apply definite criteria. So it is really no an- 
swer to say that the legal definition of insanity 
implies a conception of unsoundness of mind that is 
obsolete. Dr. Yellowlees, writing from a long ex- 
perience of the practical side of the business, has 
put it on record that in actual practice the M’Nagh- 
ten Rules work, and work well. Judges and juries 
are impressed by really strong medical evidence of 


irresponsibility, and the legal formula is not of cast- 
iron, but allows of elastic application. 


It is difficult to see how a member of the 
medical profession could feel qualified to 
quarrel with the points made in Lord Simon’s 
exposition. Whether the accused is insane in 
the medical sense is not the question, but 
rather whether he is insane in the legal sense, 
which is quite a different thing ; and the doc- 
tor in the witness box does well to remember 
that he is in court and not in the clinic. More- 
over, there is something to be said for the 
legal definition. It asks two plain questions, 
a negative answer to either of which is suf- 
ficient for an exculpatory judgment. If on 
the other hand the expert witness is asked 
for a definition of medical insanity he will 
find himself in the same position as Lord 
Blackburn who stated in the House of Com- 
mons: “I have read every definition which 
I could meet with and never was satisfied 
with any of them, and I have endeavored in 
vain to make one satisfactory to myself. I 
verily believe it is not in human power to do 

It has been suggested that the diagnoses of 
some form of textbook insanity should be 
accepted as evidence of irresponsibility. That 
would simplify matters decidedly. But un- 
fortunately medical experts do not agree as 
to the diagnosis of textbook types of in- 
sanity. Worse still, they may not agree as to 
whether the accused is sane or insane, as the 
“battle of the experts” numerously demon- 
strates. 

Furthermore, with our present jury sys- 
tem the question of the accountability of the 
accused is for the twelve good men and true 
to answer on the basis of the evidence they 
have heard. If the exhibition of a clinical 
diagnosis were, ipso facto, to establish ix- 
responsibility there would be nothing left 
for the jury to do except agree with the ex- 
pert witness. It would be the psychiatrist 
who would decide the issue. But Lord Simon 
reminds us that the question of responsibility 
is a legal not a medical one, one that the doc- 
tor is not entitled to answer. That seems to 
dispose of the clinical diagnosis argument. 
It is of course understood that the doctor in 
applying the M’Naghten Rules is merely giv- 
ing his opinion which the jury is free to ac- 
cept or reject. 
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The M’Naghten Rules may not be perfect 
criteria of irresponsibility. It is sometimes 
suggested that even the “laws of nature” 
might be improved. The Rules do cover the 
two aspects of behavior that can be usefully 
considered in relation to responsibility—the 
intellective and the ethical. Critics urge that 
the Rules take no account of “emotional” 
springs of conduct. “Emotional” states are 
having their day just now, as if they repre- 
sented something other than “mental.” Per- 
haps we may wisely leave that slippery fea- 
ture out of the discussion—along with the 
“irresistible impulse.” 

The fact remains that with all the discus- 
sion and criticism of the M’Naghten Rules 


over the years no better rules have been 
found. For one-hundred and ten years they 
have worked and kept pace with our fallible 
human judgment, a tribute to the wisdom 
and foresight of the fifteen British judges 
who embodied them in their report to the 
House of Lords in 1843. In the opinion of 
an American court, the M’Naghten formula 
“is now so completely imbedded in the ad- 
ministration of criminal law as to be con- 
sidered no longer subject to challenge.” And 
a Canadian jurist remarked, both the legal 
and medical professions should be concerned 
not with the question whether the law should 
be changed but rather whether its adminis- 
tration can be improved. 


VERITAS 


If the spirit of truth is the kernel of religion, then men of science are truly religious 
beings. They not only believe in the immortality of man, but they are convinced that this 
immortality is material. And believing so, they work for the betterment of the world and 
of humanity ; this is the most essential part of their daily religion. 

But the one thing the man of science insists upon above all others is that his currency 
be struck in the mint of truth and that each coin must carry on its face the stamp of verifi- 
able truth. Once let the human fancy free to wander at will untrammeled by fact and the 
markets of the scientific world will be flooded with debased coin. When a scientific man 
calls upon spirits, mysterious essences, and uncertain shadows to explain phenomena of 
the living and ot the dead world, he is drawing cheques upon imaginary banks. 


Sir ArTtHuR KEITH 
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NEWS AND NOTES 


AMERICAN PsyCHOSOMATIC SOcIETY.— 
This society will hold its eleventh annual 
meeting at the Jung Hotel in New Orleans 
on March 27 and 28, 1954. Two of the 4 
sessions will be devoted to panels, one on 
neoplastic disease, the other on neurophysio- 
logical mechanisms. 

There is no registration fee for members ; 
admission fee for nonmembers is $5.00, for 
students, interns, residents, fellows, and 
those in full-time academic positions, the 
charge is $1.00. Registration will begin at 
8:00 a.m. on Saturday, March 27; the first 
session starts at 9:00 a.m. Following the 
Saturday afternoon session, the Society will 
hold its traditional cooperative cocktail party. 

Programs will be available from the So- 
ciety office after February 1. For further 
information write to the Society’s office at 
551 Madison Avenue, New York City 22, 
New York. 


Husert NorMAN PRIZE FOR ADDICTION 
Srupies.—The Society for the Study of 
Addiction announces the constitution of the 
Hubert Norman Prize of one hundred guin- 
eas, established io stimulate research into 
causation and prevention of addiction. The 
competition is open to both medical and non- 
medical workers throughout the world, only 
officers of the Society being ineligible. 

The subject for the first Hubert Norman 
Prize will be: Study or investigation of sub- 
stances, other than antabuse or its derivatives, 
causing distaste, disinclination, or dislike for 
alcohol. 

Contributions will be assessed by a panel 
of independent experts ; should no contribu- 
tion be of sufficient merit, the prize will not 
be awarded and the amount will be reserved 
for the following Prize. Three copies of the 
manuscript typewritten in English should 
reach the Editor of the British Journal of 
Addiction, 34 Addison Road, London, W. 
14, England, not later than December 31, 
1954. The award will be made in January 
1955. The selected contribution may be pub- 
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lished in the Journal and the winner invited 
to present it at a meeting of the Society. 

Inquiries concerning the competition 
should be addressed to the Editor of the 
British Journal of Addiction. 


SHORTAGE OF Mepicat SociaL WorKERS. 
—Although medical social work is a rela- 
tively young profession, there are approxi- 
mately 3,825 persons actively engaged in 
this work in the United States today, accord- 
ing to the publication “Health Manpower 
Sourcebook, Section III: Medical Social 
Workers,” just released by the Public Health 
Service of the Department of Health, Edu- 
cation, and Welfare. There are, however, 
3 times as many positions open in this field 
as there are persons to fill them, and it is 
estimated that 800 to 1,000 graduates a year 
will be needed to fill the vacancies. 

The Sourcebook, containing hitherto un- 
published data from the U. S. Department of 
Labor and the American Hospital Associa- 
tion and information from the American As- 
sociation of Medical Social Workers, pre- 
sents for the first time a comprehensive study 
of the employment, educational background, 
and personal characteristics of medical so- 
cial workers. 

Copies of the book are available at 40 cents 
each from the Superintendent of Documents, 
Government Printing Office, Washington 25, 
D. C. 


Cuicaco Councit oF Psycui- 
ATRY.—A group of 24 of the child psychi- 
atrists of the Chicago area have formed the 
Chicago Council of Child Psychiatry. The 
purpose of the organization is the exchange 
of information and ideas in the field of child 
psychiatry and those fields pertaining to the 
promotion of mental health of children. The 
Council will encourage support and develop- 
ment of those community resources and serv- 
ices contributing to these aspects of child 
welfare. 

Officers for 1953-54 are: Dr. George J. 
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Mohr, president; Dr. Eugene I. Falstein, 
vice-president (and president-elect) ; and Dr. 
George L. Perkins, secretary-treasurer. 
Others on the executive committee for the 
same period are: Dr. Irene Josselyn, Dr. 
Sophie Schroeder Sloman, and Dr. Harry 
Segenreich. 


WorkKsHops IN THE RORSCHACH 
MetTHop.—The department of psychology 
of Western Reserve University will hold 3 
workshops in the Rorschach method, with 
Associate Professor Marguerite R. Hertz as 
instructor, beginning June 14, 1954. 

The first workshop, an introduction to the 
Rorschach method, consisting of lectures, 
demonstrations in hospitals, and supervised 
training periods, will run from June 14-18 
inclusive. The second workshop, an inter- 
mediate course in the interpretation and clini- 
cal application of the Rorschach, will begin 
June 21 and run through to June 25. Stu- 
dents from the first workshop may continue 
with the second. The third workshop is an 
advanced course in the interpretation of Ror- 
schach records of various personality and 
clinical groups. It is limited to professionally 
trained persons who have had at least one 
full year of experience with the Rorschach 
method. It will be held from June 28 through 
July 21. 

The fee for the workshops, which will be 
limited to 25 persons, is $40.00. For fur- 
ther information write Marguerite R. Hertz, 
Psychological Laboratory, Western Reserve 
University, Cleveland 6, Ohio. 


FourtH NAaTIONAL CONFERENCE ON 
HEALTH IN COLLEGES.—This conference, 
to be held May 5-8, 1954, at the Hotel Stat- 
ler in New York City, is being sponsored by 
the American College Health Association in 
conjunction with approximately 40 national 
organizations interested in aspects of health 
and education. Dr. J. L. Morrill, president 
of the University of Minnesota, is president 
of the conference. Previous conferences were 
held in 1931, 1936, and 1947. 

According to Dr. Dana L. Farnsworth, 
medical director of the Massachusetts Insti- 
tute of Technology and chairman of the con- 
ference executive committee, attendance of 


from 4 to 5 hundred college and university 
presidents, deans, physicians, nurses psy- 
chologists, specialists in physical education, 
health educators, student counselors, and 
others who have a stake in the health of 
students, including students themselves, is 
expected. As a basis for planning the confer- 
ence, a questionnaire will be sent to 200 col- 
lege presidents throughout the United States 
by Dr. Morrill. 


ALCOHOLISM RESEARCH, New York 
Ciry.—The Mental Health Commission of 
the State of New York has made two addi- 
tional grants totaling over $27,000 annually 
to be used for another alcoholism clinic and 
research project in New York City. 

Operation of the clinic, to be located at 
Kings County Hospital in Brooklyn, as well 
as direction of the research, will be under 
the department of psychiatry of the New 
York College of Medicine, with Dr. Howard 
W. Potter, professor of psychiatry, in charge. 
Raymond G. McCarthy, director of alcohol- 
ism research, and Dr. Donald Gerard, re- 
search psychiatrist, both of the Mental 
Health Commission staff, will serve as liaison 
between the project and the commission. One 
phase of the research is planned to develop 
epidemiological studies in alcoholism. 

Staff of the clinic will include a psychi- 
atrist, a fellow in internal medicine, psychi- 
atric caseworker, and clinical psychologist, 
in addition to necessary secretarial and cleri- 
cal personnel. Services of the regular staff 
on the medical school will also be available. 


NEUROPSYCHIATRIC MEETING AT NortH 
Littte Rocx.—Dr. Harold W. Sterling, 
manager, has announced that the sixth annual 
Neuropsychiatric meeting will be held at the 
Veterans Administration Hospital, North 
Little Rock, Arkansas on February 25 and 
26, 1954. 

In addition to scientific sessions through- 
out the 2-day period, there will be a large 
number of technical exhibits prepared by 
hospital staff members. Dr. Kenneth Appel 
will be the principal speaker at the dinner 
meeting, Thursday evening, February 25. 
All interested professional personnel may at- 
tend ; there will be no charge. 
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Further information may be obtained by 
writing to Dr. Ewin S. Chappell, Director, 
Professional Education, Veterans Adminis- 
tration Hospital ; North Little Rock, Arkan- 


Sas. 


DeatH or Dr. C, F. MENNINGER.—On 
November 29, 1953, Dr. Charles Frederick 
Menninger died at his home in Topeka, Kan- 
sas, at the age of gI. 

Dr. Menninger, father of Drs. Karl and 
William Menninger, was born in Indiana. 
His father, a native of Germany, had mi- 
grated to this country and settled in that 
state. Entering the Hahnemann Medical Col- 
lege in Chicago, Dr. Menninger Sr. was 
graduated in 1889 and received his medical 
degree from Kansas Medical College in 1908. 
He took up the practice of general medicine 
in Topeka, and later founded the Menninger 
Clinic in that city where he and his sons 
worked together. Eventually he became 
chairman of the board of trustees of the 
Menninger Foundation which, as a greatly 
expanded development, grew out of the ear- 
lier clinic. 

Dr. Menninger became a fellow of The 
American Psychiatric Association in 1936. 


METROPOLITAN WASHINGTON District 
BraNcH oF APA.—Notice has been re- 
ceived of the establishment of this new or- 
ganization on the basis of approval by the 
APA Council, November 1, 1952. The presi- 
dent, Dr. Henry P. Laughlin, reports that the 
Washington District Branch will work in 
close collaboration with the Washington Psy- 
chiatric Society. Responsibilities will be di- 
vided between national and local, the Branch 
being mainly concerned with APA policy on 
a national level; and the Washington Psy- 
chiatric Society mainly on a local level. 

Officers, in addition to President Laughlin, 
are: Dr. Douglas Noble, vice-president ; 


Seymour J. Rosenberg, secretary ; and Mar- 
shall Ruffin, treasurer. Chairman of the 
membership committee is Dr. Lester L. Burt- 
nick and Dr. Addison M. Duval is chairman 
of the committee on policy. 


Menas S. Grecory Lecture.—Dr. Wil- 
der Penfield, director of the department of 
neurology and neurosurgery, Montreal Neu- 
rological Institute, McGill University, de- 
livered the annual Menas S. Gregory Lecture 
at Bellevue Hospital, New York City, De- 
cember 10, 1953. The subject of Dr. Pen- 
field’s lecture was “Some Observations on 
Amnesia.” 


PsyYCHIATRIST AT YALE.— 
Appointed visiting fellow for one year from 
October 1, 1953, Dr. Oswaldo Camargo has 
joined the staff of the department of psy- 
chiatry, Yale University, under Dr. Redlich’s 
chairmanship. 

Dr. Camargo is Psychiatric Inspector for 
the National Service for Mental Diseases, 
Rio de Janeiro, and a corresponding member 
of The American Psychiatric Association. 
His present assignment is sponsored by the 
Brazilian National Research Council and the 
Ministry of Health. 


ASSOCIATION FOR RESEARCH IN NERvoUS 
AND MeEntTAL Disease.—At the Thirty- 
Third Annual Meeting of the Association 
for Research in Nervous and Mental Disease 
held in New York City on December 11-12, 
1953, the following officers were elected 
for the year 1954: President, Dr. Rustin 
McIntosh; First Vice-President, Dr. Walter 
Klingman ; Second Vice-President, Dr. Wil- 
liam S. Langford; Secretary-Treasurer, Dr. 
Clarence C. Hare; Assistant Secretary, Dr. 
Rollo J. Masselink. 

The subject for the 1954 meeting will be 
“Psychiatry and Neurology of Childhood.” 
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SexuaL IN THE HUMAN FeMa.e. By 
Alfred Kinsey et al. (Philadelphia: W. B. 
Saunders, 1953. Price: $8.00.) 


This book presents primarily a statistical analysis 
of data accumulated over a period of 15 years, based 
on the sexual histories obtained by interview from 
nearly 6,000 females. Large or fairly adequate sam- 
ples in the groups ranged from 16 to 50 years of age 
at the time of reporting. More than 50% had some 
college background. Many had never married. 
Some 90% of the total samples came from urban 
areas. The geographical areas were well repre- 
sented except for the Southeast, the Pacific North- 
west, and the Rocky Mountain. The inadequacies 
of the samples were largly in age groups over 50, 
those of low educational levels, Catholics, rural and 
laboring groups, especially among older females. 
Only two persons did the interviewing for more 
than 80% of the total number of histories. The 
statistical calculations show the incidences and fre- 
quencies both of the female’s sexual experience and 
of her experience in orgasm. In addition to the 
case histories, the recorded data on human sexual 
behavior were given careful consideration. Com- 
munity and clinical studies, along with those dealing 
primarily with anthropological and legal aspects, 
were fully evaluated. 

A second section of the book deals with the va- 
rious types of sexual activity among females. There 
are many statistical tables, charts, and fundamental 
observations. Of particular value to the psychiatrist 
is the chapter on the total sexual outlet, with notes 
on the development of sexual responsiveness among 
single and married females with individual varia- 
tions fully noted. 

The third part deals with the comparison between 
the male and the female. Sections are devoted to 
the anatomy, the physiology of the sexual response, 
the psychological factors, and the neuromechanisms, 
as well as the hormonal aspects of the total problem. 

The book, therefore, covers in an adequate man- 
ner many aspects of the problem of sexual response 
in the female. The statistics appear reliable, the 
charts clear and descriptive, the methods of accu- 
mulating data and its evaluation, meticulous. The 
data collected by the interviewers would appear to 
be based on facts, as far as memory would allow. 
Great care was taken not to pass judgment on any 
type of activity. Records taken in code were kept 
confidential to an unusual degree. Although the 
facts obtained were based on recall, the authors feel 
the case history studies are characterized by relia- 
bility and validity to a large degree. With this 
opinion, the reviewer would concur. In addition, 
the review of the literature, with its extensive bib- 
liography, is fundamentally sound. 

The conclusions drawn by the authors, both from 
their own investigations and from those of others, 
will not be fully accepted by all scientists, but many 


of them are statistically certified as the result of 
this thorough investigation. Few facts were dis- 
closed by this study that were not already known to 
psychiatrists and indeed to the world in general. It 
has long been realized, for instance, that the male is 
conditioned by sexual experiences more frequently 
than the female. This is only one of the premises 
elaborated by this study but, as the authors admit, 
the data do not explain why such a situation is pres- 
ent in human relations. Again, even La Rochefou- 
cauld knew in the mid-seventeenth century that 
“there are women who never had an intrigue; but 
there are scarce any who never had but one.” The 
1953 version remains unchanged. 

Taking into account the somewhat restricted 
method used in collecting the facts presented, the 
book gives us a balanced survey of considerable 
value. Some may question, with reasonableness, 
whether the vast effort needed to collect the data 
was justifiable but, although the answer may be in 
the negative, medicine should be grateful for this 
survey, the product of many years of labor by con- 
scientious and honest investigators. 

Henry R. Vrets, M. D., 
Boston, Mass. 


Success Edited by Werner 
Wolff and Joseph A. Precker (New York: 
Grune & Stratton, 1952, Price: $4.75.) 


This monograph contains a series of 7 essays by 
various authors mainly oriented toward a crucial 
question of psychotherapy, viz., success—what is 
it—how is it come by? As is frequently the case 
in books in which many hands have had a part, 
the relationship among the various contributions 
is loose and there is no chapter that attempts to 
bring the material together. 

The first chapter, “Problems in the Definition 
and Measurement of Success in Psychotherapy,” 
hy Mosak is of a general character and outlines 
many of the difficulties of evaluating psychotherapy 
from an objective viewpoint. The second chapter 
by Thetford studies the responsivity of the auto- 
nomic nervous system to frustration in an untreated 
control group and in an experimental group before 
and after “client-centered psychotherapy.” It is 
reported here that it was possible to distinguish 
between these groups by means of the galvanic skin 
response and the cardiac rate in terms of a higher 
threshold to frustration in the experimental group 
after treatment. In the third chapter, entitled “Per- 
sonality Changes in Client-Centered Therapy,” 
Haimowitz and Haimowitz report that they applied 
the Rorschach Test to 3 groups, 1 receiving group 
therapy, I receiving individual and group therapy 
simultaneously, and an untreated control group. 
The data were analyzed on a 10-point scale oriented 
toward certain attitudes and processes felt to be of 
importance for personality integration. The authors 
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believe they demonstrate that changes in the direc- 
tion of better adjustment could be detected. The 
fourth chapter by Hamlin, Berger, and Cummings 
also used Rorschach material but with a different 
scale to rate adjustment. They found there was 
some indication that the test may be used to study 
change following therapy. The fifth chapter by 
Hogan attempts to measure client defensiveness 
with a scale designed for this purpose on the theory 
that successful treatment results in a reduction of 
neurotic defensiveness. The sixth chapter by Raskin 
deals with a locus-of-evaluation factor in psycho- 
therapy. A distinction is made here of a counselor 
thinking for the client, about the client, and with 
the client. Personality organization of the client 
also involves a locus-of-evaluation concept. Clients 
may begin counseling by reporting or showing ex- 
cessive dependence on the evaluations of others, 
but after successful treatment make a distinction 
between dependency and self-evaluation. There was 
a shift in the locus-of-evaluation as shown by a 
scale devised to measure this factor from “others” 
to “self” after counseling in 10 cases. The final 
chapter, “Circular Behavior,” by Anderson is a 
theoretical discussion based on material from many 
sources. Successful psychotherapy enables an indi- 
vidual to escape from a level of personality disinte- 
gration or from a vicious circle where domination 
of or by others is marked to a growth circle charac- 
terized by socially integrative behavior. 

The first 6 chapters are mainly inspired by the 
Rogers’ point of view and several are Ph.D. theses 
apparently carried out under his direction. To what 
extent the material may be referred to as involving 
psychotherapy is questionable, since the objective 
and method are different from psychotherapy as 
understood by psychiatrists. A more proper title of 
the monograph would be “Success in Counseling.” 
These essays, however, show sincere attempts to 
grapple with the difficult problems of measuring 
changes that occur during interpersonal relation- 
ships oriented primarily toward altering attitudes 
that are chiefly conscious, on a short-term basis. 
Because of this, psychiatrists who are interested in 
the more general problem of psychotherapeutic re- 
search will find many valuable suggestions in the 
monograph. 

P. E. Huston, M. D., 
State University of Iowa. 


Crime PREVENTION THROUGH TREATMENT: THE 
1952 YEARBOOK OF THE NATIONAL PROBATION 
AND ParoLe AssociaTION. Edited by Matthew 
Matlin. (New York: National Probation and 
Parole Association, 1953. Price: $1.50, paper ; 
$2.00, cloth.) 

The psychiatric content is surprisingly meager in 
this 1952 Yearbook. Except for a compact and use- 
ful paper by Chapman, not a single article is by a 
psychiatrist or clinical psychologist. It is not that 
the authors are unfamiliar with psychiatric con- 
cepts, but rather that they take them for granted. 
There are references to the importance of person- 
ality factors in delinquent behavior and to the value 


of psychiatric advice in rehabilitation. But these 
are peripheral and tangential, and not in the main- 
stream of any of the papers. 

There is material on the handling of both adult 
and juvenile offenders, a legal digest, a review of 
certain internal operational problems of probation 
and parole, and Dr. Chapman’s paper on drug ad- 
diction. Except for an off-trail and rather hard- 
hitting article by Charles Boswell, all of the papers 
are highly conventional in doctrine, many indeed to 
the point of stereotypy. The standard and acceptable 
clichés of good probation and parole work are all 
here. This does not make the volume any less true 
of course, though it makes it somewhat pedestrian. 
A few of the papers are highly practical: the one 
on job finding by Jean Long, the one on drug ad- 
dicts, the one on nonsupport cases, and the one by 
Paul Tappan dealing with civil rights. The inter- 
esting concept of “civil death” is understood by few 
psychiatrists. Tappan writes lucidly about it though 
he makes no effort to interpret the psychiatric fac- 
tors behind it, which is fair enough since he is a 
sociologist not a clinician. Another interesting 
paper by Frank Remington is on the semantics of 
the terms “felony” and “misdemeanor.” 

Like all anthologies, this is a grab bag of ideas, 
some good, some bad. Parts of it are thought- 
provoking for those who work in the probation and 
parole field. And this would include the psychi- 
atrist who serves the criminal court or works with 
agencies interested in the delinquent. 

Henry A. Davinson, M. D., 
Washington, D. C. 


PsycHo.ocicaL DisorpeR AND Crime. By W. L. Neu- 
statter, M.D. (London: Christopher Johnson 


Press, 1953. Price: $4.50.) 


In their views towards criminal behavior, psychi- 
atrists seem to fall into 3 groups. There are those 
who argue that criminal behavior is per se abnor- 
mal, hence is not practiced by any but abnormal 
mentalities. At the opposite pole are those who feel 
that most criminal behavior is motivated by fairly 
simple, readily understood, conscious forces in peo- 
ple who are, by and large, psychologically normal. 
Aad in the middle of the road stand those who be- 
lieve that criminal behavior is understandable only 
in terms of subtle, unconscious forces, but who do 
not conclude thereby that most criminals are psy- 
chiatric cases, or that psychotherapy is the answer 
to the problems of crime. 

Dr. Neustatter belongs to the second school. He 
believes that most law-breakers are not suffering 
from, as he puts it, “psychological illness.” He 
knows of course that sometimes there are deep- 
seated emotional factors; but of this he says, “It 
is fairly obvious when a psychological disorder is 
present. The man who picks your pocket would 
never ask to see a psychiatrist, unless of course, he 
is caught.” 

This book is addressed to lawyers, social workers, 
judges, probation officers and other intelligent lay- 
men. It includes a compact review of the elements 
of descriptive psychiatry, but very little attention is 
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paid to dynamic factors. For instance, a wide va- 
riety of sexual deviations are described, but the 
only explanations offered are either endocrine ab- 
normality or “latent predisposition.” There is a 
20-page chapter entitled “Murder,” which is de- 
voted almost entirely to a recital of some bizarre 
murders with little effort to explore the psycho- 
pathology beyond the level of referring to the de- 
fendant’s “frustrations” or “bitterness.” 

The book bristles with a common sense, “no non- 
sense” sort of attitude towards the delinquent. For 
example, he endorses the use of a “firm hand” in 
the handling of hysteria, and quotes with approval a 
limerick which said that a hysterical patient needed, 
not a psychiatrist but a “psmackbottomist”. The pa- 
tient who commits a crime while in a fugue or am- 
nesic episode is, Dr. Neustatter suggests, being anti- 
social because “fundamentally he wants to be or 
because he succumbs to temptation like any other 
law-breaker.” To explain the rising rate of juvenile 
delinquency in Britain, the author says “The poor 
who previously were expected to keep in their places 


. . accepted this as the nature of things. But to-. 


day, many are no longer willing to do this, prefer- 
ring an easy way of making money quickly.” An- 
other factor in juvenile delinquency is, he thinks, 
“the growing insistence on the rights of the under- 
dog .. . producing a frame of mind in which they 
feel justified in taking the law into their own 
hands.” 

One of the author’s final conclusions is that 
“Satan finds mischief for idle hands, even in these 
days of psychological textbooks. . . . The explana- 
tion for much mischief is nothing more subtle than 
that.” 

Dr. Neustatter simply does not believe than an ob- 
sessive compulsive psychoneurosis can lead to anti- 
social behavior. Kleptomania, he says, is part of a 
psychopathic personality. As for psychopaths, here 
oddly enough, he is somewhat more sympathetic, 
though his reason will strike many American psychi- 
atrists as naive. Here is his reason: “. . . genuinely 
cannot resist their urges, for otherwise why should 
they get themselves into needless trouble in snite of 
repeated punishment?” Another instance of the au- 
thor’s curious naiveté: speaking of sex offenders, he 
writes that if the offender “is stable, honest, reli- 
able, has a good work record, then there is a good 
chance that he will not repeat the offense.” 

The book gives an interesting picture of the opera- 
tions of British criminal courts and correctional 
agencies. The psychiatry is largely enumerative— 
a list of diagnoses, a description of each, a roster of 
the types of offenses commonly associated with each. 
The text is salted with interesting case reports. The 
approach to forensic psychiatry here is essentially 
tactical. It is too elementary for the social worker, 
jurist, or psychologist who is familiar with basic 
psychodynamic concepts; but for less sophisticated 
readers, it is a good primer. 

Henry A. Davinson, M.D., 
St. Elizabeths Hospital, 
Washington, D. C. 


FuNcTIONAL Neuroanatomy, Second Edition. By 
Wendell J. S. Krieg, B. S., Ph. D. (New York: 
Blakiston, 1953. Price: $9.00.) 


The plan and scope of this excellent textbook 
have not been changed in preparing the second 
edition. The text has been altered here and there 
to bring it into line with advances in our knowledge 
during the past 10 years, and new illustrations have 
been added as changes in the text required them and 
where experience in teaching has shown them to be 
needed, as in the description of the gross anatomy 
of the brain for example. 

The most significant changes appear in the de- 
scription of the auditory system, the diencephalic 
nuclei, the motor system and the cerebral and cere- 
bellar mechanisms. In altering and amplifying these 
sections the author has included additional original 
illustrations. These include reconstructions of tha- 
lamic and hypothalamic nuclei, as they would appear 
in serial thick sections, and drawings of cerebral and 
cerebellar fibre bundles as they would appear in 
transparent brains. In all, 89 new and very helpful 
illustrations have been added. It is unfortunate that 
the figures are not numbered consecutively because 
it is not always easy to find the figure referred to 
in the text. 

The textbook is designed for medical students 
and of necessity the presentation is dogmatic. The 
advanced student must keep this in mind. 

C. G. Smiru, M.D., 
University of Toronto. 


Procress IN CLINICAL PsycHoLocy. Edited by 
D. Brower and L, E. Abt. (New York: Grune 
& Stratton, 1952.) 


The surge of clinical psychology within the last 
decade has been a zealous attempt of a young sci- 
ence to keep abreast of the rather excessive demands 
for knowledge and service that have been made on 
it. Training programs have been greatly expatided 
and improved. Research has flourished; new clini- 
cal techniques have been devised, and older ones 
have been constantly subjected to re-evaluation. In 
the tradition of science, clinical psychology has 
combined basic experimental tools with clinical acu- 
men in attacking the problems of human behavior 
and psychopathology. 

Brower and Abt in editing the 2 bound sections 
of this first volume of Progress in Clinical Psy- 
chology have assembled a wide variety of material 
in order to cover developments in this field since 
World War II. They have carefully included 42 
papers compiled by 39 specialists. The first section 
includes an introductory chapter on the historical 
and systematic emergence of clinical psychology, 13 
chapters on diagnostic and evaluative procedures, 
and 6 chapters dealing with psychotherapy. The 
second section includes 5 chapters on developmental 
processes, 11 on the application of clinical psy- 
chology to special areas, 5 on the approaches to 
clinical psychology and a concluding chapter on 
professional problems. 

While most of the material covered in this book 
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can be found, in greater detail, in the psychological 
literature, the editors have performed a service in 
assembling and integrating this information into one 
readily accessible source. This not only provides a 
panoramic view of recent developments in clinical 
psychology, but also serves to stimulate further re- 
search and thinking. In a compilation of this sort 
involving so large a number of contributors, it is 
reasonable to expect variability in writing style and 
quality. However, taken as a whole, the book is 
clearly written and reads easily. Large bibliogra- 
phies appear in many of the papers; thus the book 
should prove a useful source of reference. 

As a whole the book seems to be geared toward 
the critical and objective assessment of the theoreti- 
cal and experimental literature. It is regrettable 
therefore, that in some instances, this goal was not 
fully realized. For example Brower, in his chapter 
on “Intellective Functions: Adults,’ an area in 
which research has been abundant, includes only 18 
references. He acknowledges that there has been a 
tremendous amount of research in the past 6 years 
on scatter and subtest patterning of the Wechsler 
Bellevue Intelligence Scale, but does not critically 


appraise or even summarize the results of these 


studies. On the other hand, Ellis includes 394 ref- 
erences which represents a thorough and exhaustive 
coverage in his chapter on “Self-Appraisal Meth- 
ods.” However, he tends to tabulate the number of 
studies showing positive results against those that 
show negative findings as if the experiments were 
equal units which can be added or subtracted. Even 
when experiments are designed to deal with the 
same problem, they frequently differ with respect 
to many important variables. Consequently such an 
account of research data may be misleading. 

In her chapter on the Rorschach, Hertz attempts 
to evaluate objectively 262 investigations, but her 
long, favorable clinical experience with this instru- 
ment prevents her from completely accepting the 
frequent pessimistic research evidence. Early in her 
chapter she states, “It is the purpose of this paper to 
portray the Rorschach method as one which, though 
still lacking unqualified scientific acceptarice as a 
psychological ir strument, nevertheless, in the hands 
of an experienced clinician, is a clinical instrument 
which works” (p. 108). A similar view is expressed 
by Brown in his summary of Human Figure Draw- 
ings as a projective test. He asserts, “The paucity 
of statistical studies and the ambiguous results ob- 
tained from them confirm the conviction of the clini- 
cal psychologist who is working with patients that 
he has little to learn from a methodology which 
uses over-simplified dichotomies and disregards the 
constellative aspects of a dynamically intricate de- 
vice” (p. 182). Brown implies that the statistical 
and experimental techniques employed in analyzing 
these data are inadequate, rather than also raising 
the possibility that the instrument itself may be in- 
adequate. He goes on to state that “.... figure 
drawings in the hands of a skilled clinician can con- 
tribute to the detailed etching out of an internally 
consistent and dynamically cohesive interpretation” 
(p. 182). Surely, samples of behavior from a given 
individual can be effectively utilized by “skilled 


clinicians,” but it seems to this reviewer that it is 
the responsibility of the scientific clinician to make 
his personal validations public. 

While the aforementioned criticisms are appli- 
cable to other chapters, they should neither prevent 
the material from being useful to others, nor detract 
unduly from the many critical and objective papers 
included in this volume. The scope of this book is 
wide, and its over-all effects are stimulating and in- 
formative. The editors plan to publish future prog- 
ress reports every 2 or 3 years. The specialist in 
clinical psychology and psychiatry should find these 
reports a valuable aid in keeping abreast of the re- 
cent literature and pertinent trends. 

Irwin J. Knopr, Pa. D., 
The Psychopathic Hospital, 
State University of Iowa. 


Morsus ALZHEIMER AND Morsus Pick. By Torsten 
Sjégren, Hakon Sjégren, and Ake G. H. Lind- 
gren. (Copenhagen: E. Munksgaard, 1952.) 


The authors have analyzed 80 cases of presenile 
psychosis drawn mainly from the mental hospitals 
in Stockholm and Gothenburg. Alzheimer’s disease 
has been verified histologically in 18 cases and 
Pick’s disease also in 18 cases. In 29 cases a diag- 
nosis of cerebral atrophy of the Pick-Alzheimer 
type has been made on clinical and encephalographic 
evidence and in the remaining 15 cases the diag- 
nosis of Pick-Alzheimer syndrome has been made 
on clinical examination alone. 

The first section of the monograph is a thorough 
investigation of the genealogy of these 80 cases. 
There were 58 women and 22 men. The life expect- 
ancy at the onset of the disease was less than half of 
that for a person of the same age in the normal pop- 
ulation. Thirty cases among the siblings, parents, 
or grandparents had been diagnosed as suffering from 
the Pick-Alzheimer syndrome, presenile dementia 
or senile dementia. Pick’s disease showed a greater 
hereditary tendency than Alzheimer’s disease in a 
proportion of 22 to 8. These 2 diseases taken to- 
gether are believed to account for about 10% of all 
presenile and senile psychoses in Sweden. There 
were calculated to be 500 contemporary living cases, 
with an annual increase of 75 cases. An interesting 
and unexplained finding was that in the histologi- 
cally verified cases, Pick’s disease predominated in 
the cases from Stockholm, whereas Gothenburg’s 
cases were mainly diagnosed as Alzheimer’s disease. 

The clinical analysis shows that the mean age of 
onset in the Alzheimer cases is 55.3 years and 55 
years for the cases of Pick’s disease. In the deceased 
patients, Alzheimer’s disease had a duration of 6.6 
years and Pick’s disease 7 years. The diseases be- 
gan earlier in men than in woman, 52.4 and 56.2 
years respectively. 

A spontaneity has been found as frequently in 
the early stage of Alzheimer’s disease as in Pick’s 
disease. Increased muscle tonus and disturbance of 
gait were present in the cases of Alzheimer’s dis- 
ease and absent in Pick’s disease. Pneumoence- 
phalographic findings were not helpful in differen- 
tiating between the 2 conditions. In 5 of the 18 
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histologically verified cases of Pick’s disease, there 
had been, in the early stage of the disease, social 
and ethical aberrations including lying, stealing, and 
the squandering of money. These errors of be- 
havior were not noted in Alzheimer’s disease. The 
2 diseases were indistinguishable, clinically, in their 
late stages. 

The monograph ends with the pathological find- 
ings in 18 cases of each disease. 

In Alzheimer’s disease the parietal as well as the 
frontal and temporal lobes usually showed cortical 
atrophy. The parietal lobes were not involved in 
Pick’s disease. The Alzheimer cases also showed 
loss of ganglion cells and other degenerative 
changes in the basal ganglia. Basal ganglion de- 
generation was found only once in the 18 cases of 
Pick’s disease. The additional findings of atrophy 
of the anterior end of the corpus callosum, (in 2 
cases), and of the cerebellum, (in 1 case), were 
seen in Alzheimer’s disease. 

In Pick’s disease the degenerative changes were 
confined to the frontal and temporal cerebral cortex. 

In Alzheimer’s disease the degenerate cortical 
tissue contained numerous argentophile plaques and 
changes in the neurofibrils of the cortical cells. 
These changes were never found in Pick’s disease. 
Ballooning of degenerate cortical nerve cells was, 
on the other hand, found uniformly in Pick’s dis- 
ease and never in Alzheimer’s disease. 

Eric A. Linett, M. D., 
Banting Institute, 
Toronto. 


PERSONALITY IN THE MAKING. By Helen L. Witmer 
and Ruth Kotinsky. (New York: Harpers, 
1952. Price: $4.50.) 


This book is “The Fact Finding Report of the 
Mid-Century White House Conference on Children 
and Youth.” It is an ambitious survey of the pres- 
ent state of knowledge of what goes into the mak- 
ing of personality, and rather more broadly than 
this, what goes into the making of strong children 
and sturdy, reliable citizens. A tremendous amount 
of ground is covered, some of it well documented, 
but some without supporting bibliographical refer- 
ences. The book throughout is provocative and 
stimulating reading. No previous work has covered 
the ground as comprehensively or as well. The 
preface offers a statement of purpose, and recognizes 
that the book contains some speculation by saying 
that all workers in these fields “are acutely aware 
of great chasms of ignorance.” Accepting the fact 
that convincing, quantitative research is scarce in 
the area of personality development, the authors 
pose such questions as: What are the real roots of 
character? What experiences in home and school 
are most conducive to the attainment of the good 
life in maturity? What configuration of events in 
the life history leads to the making of a bigot? 
What is the effect of economic insufficiency upon 
developing personalities? What are the effects upon 
personality of cultural variations? The authors have 
used psychiatric and medical consultants, but the 


main orientation is through the social sciences and 
psychology. 

The first part of the book deals with the develop- 
ment of the healthy personality and covers such 
aspects as family background, the influences of en- 
vironmental stresses, and favorable factors. The 
chapter on the influence of congenital characteristics 
may elicit some controversy from dynamic psychi- 
atrists who feel that activity, vigor, and sensitivity 
are largely determined by the child’s experiences 
after birth rather than by constitutional determi- 
nants. The point is clearly made, however, that 
personality is formed in the home; that loving and 
intimate family relationships create trust, security, 
and confidence in the child; and that personal dig- 
nity, a sense of value, and strong personalities in 
the parents tend to develop the same characteristics 
in the child. The book does not attempt to go into 
psychiatric theory regarding incorporation of paren- 
tal images in the personality structure of the child, 
but nonetheless, makes the point that factors present 
in the environment and personalities of the parents 
have a determining effect on the young developing 
personality. 

One of the most impressive sections of this book 
has to do with disturbances in the development of 
children, arising from social, cultural, and physical 
limitations, and underprivilege in general. Evidence 
is cited to show that poor nutrition in the parents 
creates low resistance in the children, and that 
children brought up under substandard conditions 
of housing, feeding, etc., are more subject to illness, 
have a higher death rate, and a higher delinquency 
rate than children from “better” surroundings. This 
indicates the general way that substandard citizens 
are produced. 

A very valuable chapter is on the effects of preju- 
dice and discrimination. The influence of these 
factors in minority groups is stressed and reasona- 
bly well documented. Some mention is made of the 
deleterious effects of discrimination and prejudice 
on the character of the oppressor. The devastating 
material on the subject of such changes in character 
brought about by playing the role of the oppressor 
(such as the work of Bettelheim on concentration 
camps) has not been cited here. 

The second part of this book is developed under 
the over-all heading “Implications for the Conduct 
of Social Institutions?’ The line of thought is ad- 
vanced that if the institutions of our democracy are 
to foster strong and sound personalities they must 
work toward creating a favorable environment, both 
in the social and cultural scene as well as within the 
individuals involved. The school must concern itself 
with the total personality, laying as much emphasis 
on the emotional development of the child as on his 
intellect or knowledge. Similarly, the church, the 
social agencies, the leisure-time services, etc., must 
all direct themselves towards the same comprehen- 
sive goal. 

As a psychiatrist, I feel that the participation of 
the medical profession in this over-all picture has 
been somewhat underemphasized, although not en- 
tirely neglected. Reduction or loss of identity of the 
medical role in the mental health movement has been 
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a source of great concern to many child psychi- 
atrists. The recently formed Academy of Child 
Psychiatry is a manifestation of this fact, and con- 
stitutes in part, at least, an attempt to clarify and 
underscore the medical aspects of emotional develop- 
ment of children by defining a subspecialty to study 
and work with problems arising in these areas. 
Concern with the social and cultural factors in 
mental illness have the same significance for the 
child psychiatrist that any study of etiology has for 
a medical man. If the field has been too much taken 
over by social scientists it is the psychiatrists them- 
selves who are at fault and who are taking measures 
to correct the situation. 

The last section of this book deals with methods 
for further research, definition of areas in which 
quantification is still needed, techniques for evaluat- 
ing programs, and other suggestions that will be of 
the greatest help in “the longitudinal approach to 
the problems of helping American citizens achieve 
mature, physical, and emotional development.” The 
book would be stronger if it were more completely 
documented with bibliographical references, and a 
separate index of authors would help considerably 
in making the material readily accessible. This is an 
ambitious and extremely successful undertaking, 
presenting a comprehensive view of the subject that 
can be found nowhere else. 

Marcaret C.-L. Girpga, M.D., 
St. Louis, Mo. 


PsycHoneurotic Art. It’s FUNcTIOog# IN PsycHo- 
THERAPY. By Margaret Naumberg. (New 
York: Grune and Stratton, 1953. Price: $6.75.) 


This is a companion to Schizophrenic Art by 
the same author. It gives in pictures and words, 
with remarkable clearness, an obsessive-compulsive 
patient’s growth to “inner strength and peace.” The 
departures of 2 kinds of anxiety are nicely differ- 
entiated from the trace of compulsive anxiety left 
behind. The suggestion is made that images go 
deeper than words and sometimes escape the cursor, 
but also that the pictures increase the flow of words. 
Certainly this patient’s flow of fancy is never 
checked. The illustrations, many in color, are fully 
described in the text aud mark, in a striking way, 
the progress toward recovery. 

After the case history come retrospective ac- 
counts by the patient, comparisons of early and late 
Rorschach tests, and exhaustive excellent bibliog- 
raphies. Some of the quoted opinions may not give 
a full account of the quoted author’s ideas. 

In Kenneth Appel’s words in the preface, this is 
“a new attack, stimulating and provocative.” 

Eart D. Bonn, M. D., 
Pennsylvania State Hospital. 


Apo.escence. By Marguerite Malm and Olis C. 
Jamison. (New York: McGraw-Hill, 1952. 
Price: $5.00.) 


“The objectives of this book . . . are three: to help 
adults get along better with the adolescent, to help 
them understand what the adolescent needs to live 
wholesomely and happily, and to show how these 


needs may be met.” These objectives are to a large 
extent fulfilled. 

An intimate view of adolescents, their special 
ways of responding, their views of the world, their 
probiems, their activities, is given by the authors. 
The most appealing parts of the book are the quota- 
tions from adolescents which enable the reader to 
sense their feeling directly. Unfortunately in the 
pages devoted to dating, necking, and petting, we do 
not get a really close view of these important ac- 
tivities. They are treated somewhat distantly. 

A valuable teaching technique is found at the end 
of each chapter where a paragraph entitled “Remi- 
niscences” is devoted to questions recalling the 
reader’s own adolescence. For example in the chap- 
ter “The World of the Adolescent,” one finds the 
following questions: “In what way were you a 
typical teen-ager in your adolescence?” “Have you 
changed greatly since your high school days in your 
aspirations?” etc. The “Reminiscences,” together 
with topics suggested for discussion, make this book 
an excellent guide for discussion groups both of 
adolescents and adults. 

Many aspects of adolescence are treated; these 
include physical development, social and personal 
adjustment, the ideals of adolescence, vocational 
problems, the adolescent and his home, adolescent 
delinquency, the adolescent and the community. 
There is a substantial amount of material, together 
with a good bibliography of the relevant literature. 

While the introduction states that the book is de- 
voted to the adult in general, the bulk of the sug- 
gestions is directed to teachers. This is probably due 
to the fact that both authors are on the faculty of 
the Indiana State Teachers College. The focusing 
on the teacher, however, seems overstressed ; first, 
because parental influences and other extra-school 
influences by far outweigh the school’s, and second, 
because the unfortunately subordinate position oc- 
cupied by the teacher in today’s society prevents 
him from adequately fulfilling his role. Therefore 
the many points raised on what the teacher should 
do, while in themselves excellent, must remain aca- 
demic till a basic change occurs in the relation be- 
tween the school and the community. As long as 
the executive, junior or senior, remains the ideal 
of the good life, such a change seems unlikely. Does 
the striking absence of any mention of learning 
among the aims of the “good school,” in a book in 
which both school and ideals are heavily weighted, 
derive from this latter attitude? 

The ideals that an adolescent should have and 
how to help him achieve them receive thorough 
treatment. Similarly, the ideals of teachers and com- 
munity in connection with adolescents are likewise 
stressed. In this regard a curious and common error 
creeps in. By dint of stressing ideals, the “ought” 
for the adolescent and the adult, we add to the pre- 
valent insecurity. What should be a natural end- 
product of good living becomes something to be 
achieved through striving. “Tie teacher should have 
an ideal of emotional maturity toward which he will 
strive.” This topic, however, leads into the possible 
conflict between individual health and social “health” 
and is beyond the stated scope of the book. 
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All in all, this book is a valuable contribution to 
parents, teachers, and social workers. 
Leo A. Sprecet, M. D., 
Hawthorne-Cedar Knolls School, N. Y. 


CHLpren or Divorce. By J. Louise Despert, M. D. 
(Garden City: Doubleday, 1953. Price: $3.50.) 


In this remarkable book the author, who has had 
wide experience in child psychiatry, addresses her- 
self to parents who are contemplating divorce and 
to those who actually have been divorced. It is a 
direct and eloquent appeal that the emotional needs 
of children of those parents should not be forgotten 
in the “forest of marital problems.” Since the book 
is intended for lay people, technical terminology is 
kept at a bare minimum. It is well written, and the 
author’s various points are logically made in a 
most interesting manner. 

This is one of the first works in a heretofore 
neglected field, and it should be of prime interest to 
those dealing with marital difficulties. The author 
coins the phrase “emotional divorce” which is most 
descriptive. She points out that in many cases 
couples remain together “for the sake of the chil- 
dren,” when in reality they are providing a most 
destructive situation as far as the emotional develop- 
ment of those children is concerned and that an 
actual divorce might be preferable. She makes an 
eloquent appeal that children should not be used as 
“pawns” by one parent against the other in at- 
tempting to seek some advantage or to embarrass 
the estranged partner. All children need the love 
and affection of both parents even after divorce. 
Therefore, intelligent parents who are contemplat- 
ing divorce and who have the best interests of their 
children at heart will stress the strong points of 
each other and do nothing to jeopardize the love of 
the children for either of them. In return, the par- 
ents will be amply repaid in terms of love and re- 
spect for the children. 

The author utilizes the case history method to 
exemplify her various points. The cases which she 
has selected are excellent examples. The last chap- 
ter, “Love is Enough,” is an actual family history 
which clearly indicates that love and emotional 
security provided by parnts are far more important 
than financial and material security which is de- 
void of those two necessary ingredients for proper 
emotional development of children. 

The author stresses the inadequacies of many 
courts in both their organization and practices, and 
she makes an eloquent and logical plea for uniform 
divorce laws and courts which would provide for 
the emotional needs of the children and not for 
the “delinquent” parents. 

The reviewer wonders however, how many par- 
ents, undergoing the emotional upheaval of contem- 
plated or actual divorce proceedings, would be able 
to read this excellent book quietly and act intelli- 
gently on the principles offered in it, without pro- 
fessional help. We must agree, however, that if 
only a few children benefit then the effort would be 
eminently worthwhile. 

In conclusion, the reviewer believes that this book 


is a very important contribution in the largely neg- 
lected field of “Children of Divorce.” It will be 
considerable help to those engaged in the fields of 
child psychiatry and marriage counseling. 
Matcotm J. M. D., 
Waverley, Massachusetts. 


ENCYCLOPEDIA OF ABERRATIONS. Edited by Edward 
Podolsky, M.D. (New York: Philosophical 
Library, 1953. Price: $10.00.) 


“This book is so full of a number of things, 
Its readers should all be as happy as kings.” 


But Alexandra Adler, who wrote the foreword 
seemed to have her misgivings. 

To begin with, the designation “Encyclopedia” is 
used too confidently. The word “encyclopedia” im- 
plies all-inclusiveness, exhaustive treatment of a 
subject. This book is not that, despite its 550 double- 
column pages. On the contrary, it is preponderantly 
selective. As Dr. Adler gently complains: “The 
large field of the neuroses and related sexual aber- 
rations is defined and presented by articles based on 
the Freudian school of psychoanalysis and the papers 
reprinted from journals of this school. Representa- 
tives of others schools . . . undoubtedly would have 
chosen a diffrent terminology and would have se- 
lected different original papers for information on 
this subject matter ...a different volume would 
have to be gfinted to do justice to all the various 
systems of pgychology.” We merely quote these 
remarks of gar. Adler as indicating that the “En- 
cyclopedia” is a one-sided compilation and not a 
comprehensive and balanced survey of the broad, 
many-sided field of psychiatry. It cannot therefore 
be recommended as “a psychiatric handbook,” al- 
though the title page asserts that it is. 

There is a uralte Idee that the brain is an organ 
that has something to do with the mind and that 
brain lesions have relation to certain mental dis- 
orders. Accordingly one would expect to find that 
a psychiatric handbook would include the organic 
psychoses that are so integral a part of the field. 
They are not in this book. Dementia paralytica, 
Huntington’s chorea, brain tumor, arteriosclerosis, 
multiple sclerosis, senile disorders such as Pick’s 
disease and A.izheimer’s disease are not even listed. 
There is nc mention of mental deficiency or any of 
its varieties although moronic geniuses are dis- 
cussed, including a sketch of the career of that ex- 
traordinary nineteenth-century musical prodigy, the 
Negro, Blind Tom. 

Curiously enough, although neurotic reactions are 
considered under numerous other headings, they are 
not shown under their common names where the 
student might look for them in the alphabetical 
order of this book. With the exception of a half- 
page on “Hysteria as a Conditioning Process,” there 
is no listing of neurasthenia, psychasthenia, psy- 
chalgia, globus hystericus, and various other terms 
denoting neurotic phenomena. Even the words neu- 
rosis and psychoneurosis do not appear in their al- 
phabetical places. However, anxiety states and pho- 
bias are dealt with at some length and obsessive- 
compulsive states are mentioned. 
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Many other terms that one would expect to find 
at least set down in their places and defined are 
missing, ¢.g., verbigeration, Korsakoff’s syndrome, 
déja vu, nymphomania, satyriasis, presbyophrenia, 
phantom limb (mentioned under Body Image Dis- 
turbances), hypnagogic phenomena (under Waking 
and Sleeping Intermediary States). There is a 
partial account of hallucinations but the term “de- 
lusions” is not listed and there is therefore no dis- 
cussion of the several symptom types under that 
head. In a good many places cross-references would 
materially assist the student to find what he is look- 
ing for. If he is interested in lycanthropy he will 
find a 2-line definition and perhaps not discover that 
under Therianthropy there is a 4-page discussion of 
the subject. Pseudolalia is here but not pseudologia. 
The latter along with the other forms of falsification 
will be found in Ben Karpman’s interesting 12-page 
discussion of Lying. 

Among other excellent features may be men- 
tioned Katzenelbogen’s article on Dementia Prae- 
cox; John D. Campbell’s section the Manic-Depres- 
sive Psychosis which deals in considerable detail 
with depressive states; Roger J. Williams’ study of 
the Etiology of Alcoholism; Jenkins’ discussion of 
the Schizophrenic Process; Mintz’ analysis of 
Group Behavior ; Diethelm’s article on Psychopathic 
Personality; Leavitt’s review of Juvenile Delin- 
quency. There are also somewhat detailed contribu- 
tions on the common drug addictions. These longer 
articles are reprinted from the periodical literature, 
quite a number also from the Handbook of Correc- 
tional Psychology. 

There are not a few oddities among the topics 
listed. We have the Psychology of Nudism. Next 
door is Nun’s Melancholy (including case reports of 
4 Catholic nuns—7 pages). There are 11 pages on 
Hair Plucking. Then we come to Post-orgastic 
Emptiness, which we learn is a specific form of 
“horror vacui” (No emptiness in the exposition— 
9 pages). 

The reviewer has perused the volume with much 
interest and found it somewhat difficult to arrive at 
an equitable appraisal. The Encyclopedia of Aber- 
rations is indeed an unusual and considerable as- 
semblage of material, even if it isn’t exactly an 
encyclopedia. 

C.B.F. 


DicrionaRyY OF PsYCHIATRY AND PsycHoLocy. By 
William H. Kupper, M.D. Patterson, N. J.: 
The Colt Press, 1953. Price: $4.50.) 


This slender volume of 194 pages is described 
fairly enough in its subtitle as “An Illustrated Con- 
densed Encyclopedia of Psychiatry, Neurology and 
Psychology.” It is much more entitled to be called 
an encyclopedia, however miniature, than is the 
volume reviewed just preceding this one. 


In this dictionary definitions are laconic: trauma 
= “injury”; some seem hardly necessary: pre- 
natal = “before birth”; some do not convey much 
meaning: stigmata = “marks or signs of’; occa- 
sionally there is careless proofreading: ethic = 
“pertaining to the races of mankind.” For the most 
part however, the statements contain much in little, 
and major topics are treated in reasonably long out- 
line; dementia praecox, for example, nearly 4 pages 
including tables of results of treatment. 

The Dictionary covers the field of neurology and 
psychosomatics, the commoner manifestations of 
which are listed. The physiology of the nervous 
system is sketched in 34 pages; the various re- 
flexes are described; and there are diagrams of the 
brain, spinal cord, cerebral circulation, nerve tracts, 
even the bones of the skull along with a discussion 
of skull fracture. 

Many of the entries include references for wider 
reading. These are generally good; in some cases 
key sources are missed: suicide references lack 
Durkheim; those on hypnotism lack Braid who 
coined the term. 

An interesting feature is the treatment of the 
phobias. Not only are the scientific terms entered 
each in its proper place, but the English equivalent 
will also be found in its alphabetical order. Thus if 
you are writing about the morbid fear of dogs but 
can’t remember what it is in Greek, just look up 
“dog-fear” and there it is—“cynophobia.” 

The Dictionary contains a number of topics that 
one might not expect to find in such a work, espe- 
cially in one of so small compass, but which are 
valuable for reference. Under the entry “hospitals” 
are listed by states alphabetically the state hospitals 
for mental disease in the United States. There are 
also 5 pages of mental hospital statistics for a 10- 
year period (1939-1948). Under “journals, psychi- 
atric and psychological” will be found the titles and 
publication headquarters addresses of the American 
journals and a considerable number of the foreign 
ones. Under “poisoning” most of the common forms 
of poisoning are set down together with treatment 
indications. 

In a 2-page item, “history of psychiatry,” some 
of the highlights from prehistoric times are men- 
tioned. Needless to say the outline is sketchy. It 
closes however with the comforting statement: “At 
the present time, the physics and chemistry labora- 
tories have replaced speculation and promise many 
dramatic and new discoveries.” 

There are brief biographical entries concerning 
notable persons in the psychiatric and related fields. 
To be quite up-to-date the Dictionary has a state- 
ment on cybernetics, with references. And for good 
measure, there is a plentiful sprinkling of slang 
terms and underworld argot for the enrichment of 
our impoverished psychiatric vocabulary. 

C.B.F. 
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The magic 
whispers... 


When Grandpa tucked you between his knees, you 
knew you were going to listen again to his wonderful 
watch—to hear its magic tick ... tick... tick... 


And as you listened, those measured whispers of time 
shut away the world, leaving you close to Grandpa, 
secure in his love. 

From fathers and mothers to sons and daughters 
passes the lifeblood of happiness—security. The 
privilege of providing it for those we love can be 
found only in a land like ours. 

And another wonderful thing is this: By realizing 
this privilege of freedom for ourselves, we achieve 
the security of our country. For, think—the strength 
of America is simply the strength of one secure 
home touching that of another. 


Saving for security is easy! Here’s a sav- 
ings system that really works—the Payroll 
Savings Plan for investing in United 
States Savings Bonds. 

This is all you do. Go to your company’s 
pay office, choose the amount you want to 
save—a couple of dollars a payday, or as 
much as you wish. That money will be set 
aside for you before you even draw your 
pay. And automatically invested in Series 
E Savings Bonds which are turned over 
to you. 

If you can save only $3.75 a week on the 
Plan, in 9 years and 8 months you will have 
$2,137.30. For your sake and your family’s, 
too, how about signing up today? 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation 
with the Advertising Council and the Magazine Publishers of America. 
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for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
pick results. Raw materials, reproduction methods and finishing processes are under 
; laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs: 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 


BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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-LEKTRA 
‘for the finest. 
in electron ic, 
Electro 
Ther apy with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion ... 
reduces chance of fracture... 


Model 160-G 
$250.00 
As illustrated complete 


As illustrated | PORTABLE 


complete with 


electrodes | U N T 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consistency 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 

Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, inc. 


154 ELEVENTH. AVENUE~NEW YORK 11, N_ 
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POSTGRADUATE CENTER 
FOR PSYCHOTHERAPY, INC. 


ANNOUNCES THE FOLLOWING COURSES: 


No. 801—PRINCIPLES OF Group PSYCHOTHERAPY 
ta Hulse, M.D., and Guest Lecturers. $30.00. Starts Febru- 
ary 15th. 

No. 811—Somatic CoMPLICATIONS DURING PSYCHOTHERAPY 
Joseph Wilder, M. D. $25.00. Starts March 25th. 

No. 813—PRINCIPLES OF DIAGNOSIS AND TREATMENT IN CHILDREN 
Nathan Ward Ackerman, M.D. $10.00. Starts February 15th. 

No. 814—DyNAmics AND TREATMENT OF MARITAL PROBLEMS 
Lena Levine, M.D. $10.00. Starts February 17th. 

No. 817—CninicaL CONFERENCES: CHARACTER DISORDERS 
Henry G. Grand, M.D. $30.00. Starts February 19th. 

No. 825—PsycHoPATHOLOGY AND TREATMENT OF WAYWARD 
YouTH 
Melitta Schmideberg, M.D. $10.00. Starts March 25th. 

No. 829—ApJUNCTIVE MEASURES IN PSYCHOTHERAPY 
Lewis R. Wolberg, M. D., Lothar B. Kalinowsky, M.D., Paul H. Hoch, 


M. D., and James Lawrence Pool, M. D. $15.00. Individual lectures may 
be attended. Starts February 18th. 


218 EAST 70th STREET * NEW YORK, N.Y. © TRafalgar 9-7100 


1953-1954 
LIST OF FELLOWS AND MEMBERS 


$1.00 a copy for Members of the A.P.A. 
$2.00 a copy for Non-Members 


Gentlemen: I enclose $........ for my copy of the new ‘1953-1954 APA 
Membership Directory. 


Mail to: EXECUTIVE ASSISTANT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 


New York 20, New York 
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Inside: a Hospital 


HIS stately mansion, first seen of the several buildings along our 
ances road, is the “open” unit of this private psychiatric hospital. 
Like the others, it is as attractive outside and in as we can make it. 
We think that pleasant surroundings, fine food, and good housekeeping 
are a proper part of treatment at Hall-Brooke. 


But within these amenities of normal living which distinguish Hall- 
Brooke, run the round-the-clock coverage and medical disciplines of a 
hospital devoted to the active treatment of psychiatric problems rang- 
ing from acute psychoses to psychoneurotic disorders. In the many 
wings and buildings set in 120 acres, Hall-Brooke has the space and 
facilities for the proper segregation of patients according to type of 
illness, age, and sex. Separate quarters are also provided for selected 
alcoholic and geriatric cases. 


As a “therapy” hospital, Hall-Brooke offers varied facilities for in- 
dividual treatment. Analytical and dynamically oriented psychotherapy 
are available. There are treatment units, with trained teams, for 
electro-coma and insulin—both full shock and sub-coma. Occupational 
therapy, in its own building, features all the accepted crafts. There are 
many planned recreational activities. 


Hall-Brooke has privacy with convenience—a pleasant hour by car 
or mainline train from New York. The doctor with a patient needing 
psychiatric care can recommend this 55-year old establishment with 
confidence; and the doctor or relative who wants to see for himself is 
always welcome. 


Hall-Brooke 


GREEN FARMS, Box 31, Conecricut, Westport: CApital 7-5105 »- New York: ENterprise 6970 
Leo H. Berman, M.D., Cu.B., Medical Director Mrs. Hewe F. Jones-Bernarp, Administrator 
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An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
. ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Appreved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S&S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 
personnel. 


Owen C. M.D. 
Medical Director 


CuHaRLes H. M. D. 
Georce H. Lourman, M.D. 


CATHERINE A. RosensBeERG, R. N. 
Director of Nurses 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Con- 
sultants in all specialties. 


BENJAMIN Simon, M.D. 
Director 


E, Wuirte, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
ARlington 5-0081 


Francis W. 
Executive Secretary 


WESTBROOK SANATORIUM 


ploying modern diagnostic end treat- 

ment procedures—electro shock, in- 

sulin, psychotherapy, occupational and 

recreational therapy—for nervous and 

mental disorders and problems of 
idicti 


P. O. Box 1514 


PAUL V. ANDERSON, M.D. 
REX BLANKINSHIP, M.D. 
Medical Director 
JOHN R. SAUNDERS, M.D. 
Associate 


THOMAS F. COATES, M.D. 
Associate 


R. H. CRYTZER, Administrator 


RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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THE ANDERSON SCHOOL 


Staatsburg, New York 


Regents accredited college preparatory Senior and Junior High School, 
Elementary School, and two-year post graduate course 


I wish to announce that I have decided to terminate my Fox Hollow School, located 
at Rhinebeck, New York, and I am concentrating my interest and energies at The 
Anderson School, located at Staatsburg, New York. I am no longer prepared to serve 
parents of retarded, mentally defective, epileptic or acutely disturbed children. The 
Anderson School is a Regent’s accredited, college preparatory, senior and junior: 
high school, with elementary grades and a two-year post graduate course above the 
secondary school level. It is psychiatrically oriented and is well equipped with the 
most modern methods and procedures, not only in academic, recreational and modern 
school environment fields, but particularly in personnel and guidance of each indi- 
vidual student. A full-time psychiatrist and psychologists are in residence. Our work 
emphasizes a much wider concept of student training and growth than is conceived 
of in present day education. Educating the student as a person, adjusting and matur- 
ing his personality is a primary aim. 


For further information address V. V. ANDERSON, M. D. 


THE ANDERSON SCHOOL 
STAATSBURG-ON-Hupson, NEw YorK TELEPHONE: STAATSBURG 3571 


HIGHLAND HOSPITAL, INC. 


Founded in 1904 Asheville, North Carolina 
Affiliated with Duke University 

A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 

cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 

for nervous and mental disorders. 

The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 

for physical and nervous rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 

selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


XX 


i= 
| 
ie 4 
4 
4 
3 
f 
4 


ATTENTION BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- ae) 
CHIATRY has been authorized to include 


medical students; junior and senior internes; For the treatment of psychoneuroses, 


personality disorders, psychoses, alcohol- 


first, second, and third year residents in A ie 
ism and drug addiction. 


training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- Psychotherapy is the basis of treat- 
cial work. ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated; sleep treatment for withdrawal 
of narcotics. 


In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 
Occupation under a trained therapist, 
THE AMERICAN JOURNAL OF di ° outdoor activities. 
PSYCHIATRY iversions and 
1270 AVENUE OF THE AMERICAS G. M. Scuiomer, M. D., 


New York 20, New York Medical Director 


BROWN SCHOOL CHILDREN 
ARE HAPPY CHILDREN! 


And, Doctor, if you prescribe special training for the 
exceptional child, may we offer our services? The 
BROWN SCHOOLS are large enough to have ample 
facilities, small enough to have friendly, home atmos- 
phere. Trained staffs, including psychiatrists, psy- 
chologists, and registered nurses, combine talents to 
make The BROWN SCHOOLS a happy place for the 
exceptional child. View Book and full details on 
request. 


PAUL L. WHITE, M.D., 
BERT P. BROWN F.A.P.A. 


President 


Medical Director 


AMLE Che Brown Schools 


FOR EXCEPTIONAL CHILDREN 


P.O. BOX 4008-D AUSTIN, TEXAS 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 
York Maintaining Homelike, 
Private S ndi ith 

MISS MARY R. CLASS, R.N., Director of Nurses pte. ooo 


MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet Al of 
the Hospital Facilities Are 
ELECTRIC SHOCK THERAPY OCCUPATIONAL Available for 
INSULIN THERAPY THERAPY Management of Problems in 


Neur chiatry. 
PSYCHOTHERAPY DIETETICS opsy 
PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 


NEvwada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 
PHILIP J. CUNNANE, M.D. Medical Dtrector 


HELEN RISLOW BURNS, M. D. 
Assistant Medical Director 


Established in 1915 


XXII 


| 
| 
i 
4 
4 
| 
wee j 
Director 
= 
: 
§ 
bat 
et 
: 
4 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 
SAN FRANCISCO OFFICE—450 SUTTER STREET 
For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory; large 
trained nursing force. Rates include room, suitable diet, medical care, general nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 


The HAVEN SANITARIUM 


1850 PONTIAC ROAD : ROCHESTER, MICH. 
Telephone: 9441 


Leo H. Bartemeier, MD. A private hospital 25 miles north of Detroit for 
the diagnosis and treatment of mental illness. 


Mr. Graham Shinnick 
Manager 


HIGH POINT 
HOSPITAL 


v 
PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RutH Fox, M.D., Associate Consultant L. CLovis H1rninG, M.D., Associate Consultant 
Attending Psychiatrists: StrepHEN W. KeEMpsTER, M.D.; MERVYN SCHACHT, M.D. 


Associate Psychiatrists: Leonarp C. FRANK, M.D.; Sytvia L. GeNnnis, M.D.; LEONARD GOLD, M.D., 
F.A.P.A.; DANrEL L. GoLpsTEINn, M.D., F.A.P.A.; Simon H. NAGLER, M.D. 


Psychologists: Leatrice Styrt ScHACHT, M.A.; ALBERT L. SoBoL, PH.D. 


Consulting Staff: Neurology, KENNETH M. GanG, M.D.; Gynecology, H. Harotp G1ss, M.D., F.A.C.S.; 
Surgery, Frank T. Massucco, M.D., F.A.C.S.; Internal Medicine, NATHANIEL J. SCHWARTZ, M.D., 
F.A.C.P.; ARNOLD J. RopMAN, M.D., F.C.C.P.; Dentistry, Invinc J. GRALNICK, D.D.S. 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: King. Director of the Seguin School 
Cath ‘Allen Brett, M 


for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 
. . . providing intensive individual psychotherapy in a 
residential setting. 


A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 
Director Ann Arbor, Michigan 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 
CHARLES G. KILLINS, M. D.—Medical Director 
FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 
Separate buildings for nervous and emotional disorders. 

Registered with American Medical Association and American Hospital Association. 


For children with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 


The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director Topeka, Kansas, Telephone 3-6494 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The value all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
| handle practical situations, acquire good 
habits, accept. responsibility, mect 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber ad the group. 


William L. Noe, Jr., M. D, of Medial Servies 
- Bugene B. Spitz, M. D., Neuro-Surgery Consultan 
PSYCHOLOGICAL STAFF 

Myrtle E. Wampler, M. A. 
Frances Wi M. A. 
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Attending Censultant in Reading 


Edward L Johnstone, 


Tur Woops SCHOOLS | 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 


th j 
eh 
ei Leslie R. Angus, M. D., Director of Psychiatric Services Sat 
pt 
‘ 
i 


handicaps him, it is good to know that Devereux Schools 


symptoms are 


Then fs ne orf: the wh 
pseudo-retardation fo 
DEVEREUX SCHOOLS 


dependent upon lifting the emotional block that — . 


has the special facilities for er er to effect 
a snccessful adjustment. 


You may have occasion to advise rapes of children in 


1 need of this specialized attention, The staff of Devereux 


Schovls will be pleased to study the case carefully and. 
offer’ detailed report on the possibility of utilizing the 


Please address your inquires tos 
Joun M. Baactay, Registrar, Deven, Pa. 


HELENA T. Devereux, Director 
Scorrt, M.D., Executive Director 
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